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Abstract 
The purpose of this study is to investigate medical tourism in Jordan through the 
international patients‘ perspective. The aim is to contribute to a better 
understanding of international patients‘ consumption behaviour to seek medical 
treatment, and while at the destination. And also to better understand the 
medical tourists‘ perceptions of quality of healthcare services.  
This research was designed to facilitate the identification of the characteristics 
of medical tourists, their visit, their sources of information and the main 
pull/push factors influencing their decision to travel. Moreover, it was designed 
to identify the level of satisfaction held by medical tourists towards their patient 
experience and their satisfaction predictors, by translating, adapting and 
validating a patient-centred quality of care instrument and assessing its 
psychometric properties amongst them. 
This research used a mixed-methods case study approach. It was conducted in 
7 private hospitals with a primary quantitative research method through 302 
interviewer-administered questionnaires and descriptive quantitative statistics, 
Mann-Whitney U Non-Parametric Significance Tests, Principal Component 
Analysis (PCA) and Factor Analysis. As a complement, qualitative research 
through 20 semi-structured interviews and content analysis was conducted in 
order to provide further insights into this area of research.  
The findings suggest that word-of-mouth recommendations and reputation have 
the utmost role in informing international patients of healthcare options in 
Jordan. Furthermore, recommendations from family and friends are the second 
most important after availability of specialized treatments in influencing the 
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international patients‘ decision to seek international healthcare. Moreover, 
significant differences in these terms exist between first and repeat visitors, 
which hold important implications for tourism marketers.  
Further marketing implications also exist as most patients shift in the type of 
activities they and their companions undertake after the main treatment period 
is completed.  
In terms of satisfaction, Factor Analysis suggest that medical tourists 
satisfaction of quality of services in Jordan‘s hospitals is based on six predictors 
including nutritional care, nursing care, physician care, room atmosphere, the 
procedure for incoming patients and other hospital services. Both quantitative 
and qualitative analyses show that medical tourists are satisfied with the quality 
of health care services rendered to them. However, minor areas show less 
satisfaction. The findings raise issues regarding the recruitment of non-Arab 
speaking nurses. Drawing together these findings presents implications for 
medical tourism management, international healthcare marketing, policy-
making, and continuous improvement of the services they provide. 
Key Words: medical tourism, medical tourist behaviour, decision making, patient 
satisfaction, healthcare service quality. 
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1. Introduction 
 
1.1. Background Context 
Since the beginning of the twenty-first century, there has been a significant 
increase in the number of people travelling overseas for medical services 
(Wilson, 2011). According to 2014 estimations, 14 million patients travelled 
worldwide for medical treatment, contributing to an average market size of 
US$59 billion including treatment costs, transportation, and accommodation 
(Woodman, 2015). Now medical tourism is an important part of the global trade 
of healthcare services and the overall international tourism industry. 
Destinations - particularly those countries with a high dependence on tourism - 
are becoming increasingly aware of the ever changing environment of the 
tourism industry. Constraints and opportunities arising have resulted in some 
developing countries - with limited resources yet quality healthcare - becoming 
interested in turning themselves into Meccas for medical tourists by supplying 
affordable quality healthcare, the core product for medical tourism. Tourism 
organizations are re-branding these destinations accordingly. In Jordan, the 
capital Amman is regularly described as a showcase destination for medical 
tourism (Khirfan & Momani, 2013). Despite the lack of definite information 
regarding the size of the medical tourism industry, it is evident that a large 
number of patients are involved in the activity worldwide (Horowitz & 
Rosensweig, 2007). Because medical tourism is a relatively new phenomenon, 
interests arise and they encourage new ways of understanding the different 
aspects of this trend.  
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Aspects of the decision of certain patients to acquire healthcare services 
overseas and their experiences abroad are crucial pieces of information in an 
increasingly competitive medical tourism market. For this reason, a study 
examining the characteristics of medical tourists, their visit to Jordan, their 
sources of information regarding medical treatment, factors encouraging 
medical tourists to acquire health services abroad and their perceptions of the 
quality of healthcare services can give insights into the behaviour of this market, 
and the phenomenon of medical tourism as a special interest activity.  
This chapter gives a background to the topic of this research. This includes an 
overview of the evolvement of health tourism in general and medical tourism in 
particular along with an overview of medical tourism in Jordan. It also presents 
some basic information about types of medical tourism, products and the range 
of reasons for the recent growth of medical tourism. This chapter also discusses 
how tourism fits in with this international healthcare travel. It also introduces 
medical tourism as part of the overall international tourism industry, as part of 
the global trade of healthcare services and essentially, as a business. In 
addition, this chapter states the significance of performing this research. 
Moreover, it provides the purpose, objectives and questions of this study. 
Finally, this chapter presents the structure of this thesis. 
1.2. Health Travel and the Rise of Medical Tourism 
Travel for the purpose of improving health is an old phenomenon (Bennett et al., 
2004; Lee, 2007; Kangas, 2010; Altin et al., 2011). During the height of the 
Roman Empire, people travelled to widespread Roman baths and resorts in 
search of healing ailments, peace of mind and wellbeing. Throughout the 
colonial era, British expatriates and local elites travelled to their colonial 
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homeland for healthcare as it was supposed to be superior to that available in 
the colonies (Kangas, 2010). According to Swarebrooke and Horner (1999), 
contemporary health tourism types are ―simply a continuation of a tradition that 
dates back to Roman times‖ (Swarebrooke & Horner, 1999, p.225). People 
continue to travel to health spas to seek treatment for their ailments and 
maintain their wellbeing by bathing in hot mineral waters (Lee, 2007). However, 
health tourism has evolved considerably since those earlier times (Altin et al., 
2011), which is naturally reflective of the evolvement in healthcare demand, 
products, and services. 
The consumption of medical services overseas refers to the movement of 
consumers of medical services to the country providing those services (Chanda, 
2002); therefore, they have to travel across national borders. By the end of the 
last century, it was quite customary for wealthy patients in developing countries 
to seek high quality treatment in medical facilities in developed countries 
(Herrick, 2007). These extravagant healthcare hubs are particular to certain 
developed countries. London Harley Street doctors in the United Kingdom (UK) 
and the Mayo clinic in the United States of America (USA) are examples of 
suppliers of this expensive, high quality mode of medical travel (Connell, 2006). 
However, in the past few years, healthcare travel has witnessed the 
appearance of a new trend of medical travel. Patients with relatively 
substandard or expensive domestic healthcare systems have been attending 
health facilities abroad. These patients from industrialized countries have been 
seeking affordable, advanced medical treatment in developing countries 
(Chanda, 2002; Connell, 2006). This trend is different from the traditional form, 
where patients typically journey from developing countries to developed 
countries for much more expensive yet high-quality treatment (Horowitz & 
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Rosensweig, 2007). Therefore, it has effectively reversed the previous trend of 
well-off patients travelling to wealthy countries (Connell, 2006; Lunt et al., 
2011).  
With this new trend, patients seeking healthcare internationally are now from 
different income levels and different social classes. They comprise high-income 
patients (Bookman & Bookman, 2007), middle-income patients (Milstein & 
Smith, 2006), lower-income patients (Connell, 2006), working-class patients 
(Horowitz & Rosensweig, 2007) and middle-class patients (Gray & Poland, 
2008). Furthermore, the medical tourists‘ nations from which medical tourists 
come and medical tourism destinations are now from all levels of economic 
development (Lunt et al., 2010). In addition, the new trend has not only changed 
in direction but also in size. The number of patients now is much higher and 
therefore, this is turning the phenomenon into a much needed big economic 
opportunity for developing countries. This phenomenon has been extensively 
dubbed ―medical tourism‖. 
1.3. Is “Medical Tourism” Tourism? 
This rapidly growing overseas movement to consume mainly cheaper or higher 
quality healthcare services has created a new form of health tourism. Some 
people travel with the intention of seeking cheap medical treatment combined 
with a holiday while other people end up doing leisure activities during their 
health related visit even though they did not intend to have a holiday when they 
travelled. On the other hand, some travel with the only intention of seeking 
healthcare. The United Nations World Tourism Organization acknowledges 
health purposes as a reason for visiting in categorizing international travellers 
(UNWTO, 2003). These travellers still contribute to the tourism sector at least 
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through accommodation, transportation and dining and therefore, tourism is 
definitely an essential part of medical tourism (Connell, 2006). Countries like 
Cuba, India and Thailand have combined healthcare for foreigners with tourism 
and recreational services (Miller & Henthorne, 1997; Chanda, 2002; Connell, 
2006). Previous efforts to enhance health during holidays through relaxation, 
exercise, and spa visits have been taken to a different level with the 
appearance of medical tourism (Connell, 2006), which has been recognized as 
a niche market by many academics (Harahsheh, 2002; Bennett et al., 2004; 
Connell, 2006; Tarcan et al., 2015). According to Henderson (2004), healthcare 
tourism is a type of tourism outside the mainstream categories of business and 
leisure. 
Medical tourism is not restricted to hospitals or medical centres, but also it 
involves other key players such as tour operators, who are able to connect the 
healthcare services with the overseas patients (Harahsheh, 2002). The whole 
infrastructure of the tourism industry benefits from this niche (Connell, 2006). 
According to Gupta (2004), the affordability of healthcare services accompanied 
by the attractiveness of what tourism offers are at the heart of medical tourism‘s 
appeal. This niche market attracts countries with high standards in healthcare 
services who not only wish to provide international patients with quality 
healthcare services but they also aim to make it an enjoyable stay for the 
patient. This has positive effects on the patients‘ psychological condition and it 
reduces recuperation times (Harahsheh, 2002). Connell (2006) argues that all 
medical tourism is tourism, since tourism means travelling and the experiencing 
of foreign cultures. Travellers who travel overseas for health purposes 
conceptually meet the definition of a tourist (Lee & Spisto, 2007), 
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1.4. The Business of Medical Tourism 
Globally, the number of elderly people has been continuously increasing (Hsu et 
al., 2007). Aging has been recognized by researchers as a prime reason for an 
increased demand for affordable healthcare services (Connell, 2006; Lee, 
2007). Unlike before, medical tourists are travelling for highly technical surgery 
and not just cosmetic (Lagiewski & Myers, 2008) or elective healthcare. This 
includes life-saving treatment and surgical procedures. The relative reasonable 
costs of international air travel and encouraging economic exchange rates have 
also been mentioned by Connell (2006) as further prime reasons for the growth 
of medical tourism. 
Many researchers indicate that medical tourism is market driven (Carrera & 
Bridges, 2006; Horowitz et al., 2007; Ramirez de Arellano, 2007; Turner, 
2007a). Therefore, there is a big range of investment opportunities that exist for 
entrepreneurs to supply and support the medical tourism emerging market (Lee, 
2007). The range of health travel products is greater than ever before 
(Swarebrooke & Horner, 1999).  
Medical tourism has captured the attention of the media (Hancock, 2006; 
Schult, 2006; Bookman & Bookman, 2007; Horowitz et al., 2007), and the 
growing economic benefits from medical tourism have attracted increased 
attention and new providers from around the world (Lagiewski & Myers, 2008). 
Host countries have considered medical tourism as one of the components of 
their strategies for economic growth and have focused on how revenue from 
international patients translates into jobs and income (Bookman & Bookman, 
2007). 
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In the industrialized countries, the prospects of the tourism industry is 
dependent on the endorsement of product diversification, which is achieved by 
developing new tourism products, new routes and new areas (Vellas & 
Becherel, 1995). The case in developing countries is more complex. In most 
developing countries, tourism opportunities are limited and new markets are 
difficult to develop in this exceedingly competitive sector (Menck, 2004). With 
such constraints, countries are always on the lookout for arising opportunities. 
Within an increasingly competitive tourism industry, national tourism 
organizations are constantly searching for products to market and develop 
(Henderson, 2004). According to Lee (2007), the organizations and businesses 
that capitalize on such investment opportunities and cater for people who travel 
for health reasons to pursue medical treatment for their illness or to preserve 
their health, can flourish as the demand for their products and services grows 
significantly. Although medical tourism; as a part of the overall health tourism 
market, is a niche or special interest market, it creates a substantial contribution 
to several countries‘ economies (Bennett et al., 2004). According to Connell 
(2006), medical tourism satisfies ―the needs of a growing number of people, 
mainly in developed countries, benefiting both themselves and a growing 
number of destinations, principally in developing countries‖ (Connell, 2006, 
p.1094). In order for medical tourism to be successfully marketed, resources 
should be invested in the continuous improvement of healthcare services. This 
is exceptionally important, as healthcare services are the core product for 
medical tourism. In addition, the more resources provided by governments and 
private investors in the medical tourism industry, the more benefits achieved in 
economic and health terms (Lee & Spisto, 2007). Medical tourism could even 
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be a solution for the lack of sources needed for funding the healthcare 
expenditures for domestic patients (Hall, 2011; Tarcan et al., 2015). 
Medical tourism is part of the global trade in healthcare services (Walt, 1998; 
Chanda, 2002; Smith, 2004; Carrera, 2006; Connell, 2006; Bookman & 
Bookman, 2007; De Arellano, 2007; Horowitz et al., 2007, Herrick, 2007; Smith 
& Forgione, 2007; Turner, 2007a; Smith et al., 2009; Hopkins et al., 2010). 
Developing countries export medical services through supplying those services 
to international patients. Therefore, medical tourists are global consumers as 
they use purchasing power to access healthcare services (Lunt et al., 2010).  
Marketing strategies are essential in promoting medical tourism destinations. In 
Thailand, this is achieved by boosting the country‘s image (Rerkrujipimol & 
Asseno, 2008). This is particularly important not only to attract medical tourists 
but also to improve international investments. Cuba; for example, has led the 
way in medical tourism because of its somewhat early start and early 
investment in the market (Miller & Henthorne, 1997). In his documentary film 
Sicko, Moore (2007) has shown 9/11 rescue workers among others purchasing 
low-cost medicine and acquiring healthcare services at a high end of the market 
hospital in Cuba because they could not receive or afford treatment in the 
United States of America. Other countries like Jordan (PHA, 2010) and later the 
Philippines (Castillo & Conchada, 2010) followed and started attracting foreign 
capital for their medical tourism industry by offering incentives to prospective 
investors in privately owned healthcare organizations. 
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1.5. The Case of Jordan: Overview  
The case study of this research is the Hashemite Kingdom of Jordan. The 
selection of this specific destination was made according to its growing 
reputation as a medical tourism destination. By 2007, Jordan had been leading 
the Middle East region in the area of medical tourism for over ten years 
(Bookman & Bookman, 2007). In the same year, Jordan was ranked by World 
Bank experts as a top country in the Arab region and 5th in the world in terms of 
medical tourism (Jordan National Competitiveness Team, 2008). The 
International Medical Travel Journal (IMTJ) named Jordan as the best overall 
medical tourism destination of 2014 (Neild, 2014). 
The health sector in Jordan enjoys an excellent reputation for many 
subspecialties (Jordan National Agenda Committee, 2005; Bookman & 
Bookman, 2007; Jordan National Competitiveness Team, 2008; PHA, 2010; 
Neild, 2014), namely, cardiovascular treatment and surgeries, neurosurgery, 
vertebral column surgery, transplantation and cancer treatment. Estimates show 
that the medical tourism industry in Jordan has grown enormously. The number 
of international patients has more than doubled over a period of ten years to 
220,000 in 2009 (PHA, 2010), compared to 99,000 in 1999 (Jordan National 
Agenda Committee, 2005). Medical tourism offers huge contributions to 
Jordan‘s economy. According to Jordan's Private Hospitals Association (PHA) 
(2010; 2015), medical tourism has earned the national economy over US$1 
billion in 2009 and over US$1.2 billion in 2014. Based on these estimations, the 
contribution of medical tourism to Jordan‘s 2014 gross domestic product (GDP) 
of US$35.8 billion was 3.35 per cent. 
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Characterized by rapid growth, private healthcare services in Jordan are being 
pursued by medical tourists from various neighbouring countries of the region 
including: Yemen, Libya, Saudi Arabia, and Syria (PHA, 2010). However, the 
Jordan‘s National Agenda 2006-2015 indicated that medical tourism faces 
challenges including: a shortage of qualified nurses, the brain drain of 
physicians and health professionals, a lack of skilled management and 
administrative systems, a lack of coordination and linkages among the private 
hospitals in order to restructure their marketing efforts and poor coordination 
(Jordan National Agenda Committee, 2005).  
Furthermore, accurate records regarding the real numbers of medical tourist 
inflows to Jordan and origin markets are lacking. Only two national surveys 
were performed in Jordan for tourism purposes, in 1998 and 2006/2007, and 
they both provided very minimal information with regard to medical tourism. The 
number of medical tourists in both surveys was combined with all other 
international health tourists visiting Jordan for health purposes; including those 
visiting for curative and wellness reasons (DoS, 2000; 2007b). The number of 
medical tourists reported by the Ministry of Health and the private sector is 
based on records supplied to the Private Hospitals Association by a few 
hospitals and they lack consistency and authentication. There is no official 
registry to monitor medical tourists‘ figures. The official overall numbers 
reported of medical tourists in the media are merely estimations made by the 
Private Hospitals Association. This also applies to the information regarding 
revenues from medical tourism in Jordan. The data concerning the Kingdom‘s 
income from medical tourism are merely estimations. Moreover, there is no 
concrete data regarding the medical tourists‘ characteristics, behaviour, and 
their decision-making criteria including sources of information and motivations, 
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or their levels of satisfaction towards the quality of healthcare presented to them 
in Jordan‘s hospitals. For example, medical tourism companies, and to a lesser 
extent traditional travel agencies, advertise medical tourism packages around 
the world (Turner, 2007b) but Jordan does not appear as a destination in those 
packages. Jordan seems to be attracting patients, not medical tourists, to the 
country. Some of the private hospitals in Jordan have made individual efforts to 
establish relationships with regional neighbours, and to promote their medical 
services in those countries they have opened representative offices that supply 
information about Jordanian healthcare services (Hinnawi, 2005; Jordan 
National Competitiveness Team, 2007).  
According to the Jordan National Competitiveness Team (2007), the ministry 
has instructed its health attaches in Jordanian embassies around the world to 
disseminate information about medical tourism in Jordan. Furthermore, Jordan‘s 
Ministry of Health (MoH) responded to the needs of the industry at an early 
stage, by establishing the Medical Tourism Directorate in 1998 (WHO, 2007). 
The Medical Tourism Directorate‘s responsibilities include providing 
international patients with information and assisting international patients with 
transportation to hospitals and medical centres through their office at Queen 
Alia International Airport. The directorate is also responsible, along with the 
Private Hospitals Association, for handling complaints from international 
patients (Hinnawi, 2005). However, the Medical Tourism Directorate‘s role is 
very limited and much of its responsibilities are mere ink on paper.  Creating a 
marketing strategy for medical tourism in Jordan has been one of the main 
recommendations of the Jordan National Agenda 2006-2015 (Jordan National 
Agenda Committee, 2005). Nevertheless, virtual promotional activities and 
materials about medical tourism in Jordan have been lacking. Surprisingly, the 
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Jordan National Tourism Strategy 2004-2010 ignored medical tourism 
completely, on the basis that travellers in this segment were travelling out of 
necessity (National Tourism Strategy 2004, p.29). Jordan National Tourism 
Strategy 2011-2015 made no mention of it (National Tourism Strategy, 2011). 
The absence of a clear strategy to promote Jordan regionally and internationally 
as an advanced medical centre has been one of the main obstacles to medical 
tourism in Jordan. 
1.6. Research Purpose, Objectives, Questions 
The main purpose of the research is to provide insights into the contemporary 
phenomenon of medical tourism through the international patients‘ perspective. 
The primary aim of this thesis is to ―explore the acquisition and experience of 
medical tourism in Jordan‖. Fulfilling this aim will provide a better understanding 
of the phenomenon of healthcare travel. The aim is reached by the following 
objectives and related research questions (see Figure 1.1): 
1. To identify the characteristics of the medical tourists visiting Jordan. 
This objective attempts to explore certain behavioural patterns among medical 
tourists at the destination such as frequency of visits or tourist activities 
undertaken and other demographic characteristics, in order to better understand 
the international consumers of healthcare services.  
2. To determine the factors that shape medical tourists‘ decision to bypass 
their local healthcare for a Jordanian healthcare facility. 
This objective attempts to explore certain behavioural patterns among medical 
tourists prior to their visit more specifically, their decision-making. Therefore this 
objective mainly examines medical tourists‘ sources of information regarding 
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medical treatment in Jordan and the push/pull factors or reasons for participants 
choosing to acquire healthcare services in Jordan. Through this, it attempts to 
pinpoint participants‘ motivations. 
AIM 
To Explore the Acquisition and Experience of Medical Tourism in Jordan 
Objectives  Research Questions 
1. To identify the characteristics of the medical 
tourists visiting Jordan. 
 What are the demographic 
characteristics of medical tourists 
coming to Jordan? 
 What are the characteristics of the 
medical tourists‘ visit in Jordan? 
   
2. To determine the factors that shape medical 
tourists‘ decision to bypass their local healthcare 
for a Jordanian healthcare facility. 
 What are the medical tourists‘ sources of 
information regarding medical treatment 
in Jordan? 
 What are the factors encouraging 
medical tourists to travel to Jordan to 
acquire healthcare services? 
   
3. To identify the levels of satisfaction held by 
medical tourists towards their patient experience 
in Jordan. 
 What are the levels of satisfaction held 
by medical tourists towards their patient 
experience in Jordan? 
   
4. To translate, adapt and validate a patient-
centred quality of care instrument and assess its 
psychometric properties among international 
inpatients in private hospitals in Jordan. 
 Is the patient-centred quality of care 
instrument a reliable and valid 
questionnaire for overseas inpatients of 
private hospitals in Jordan? 
 
Figure 1.1: Aim, objectives and associated research questions  
(Source: Author) 
3. To identify the levels of satisfaction held by medical tourists towards their 
patient experience in Jordan. 
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This objective focuses on identifying the medical tourists‘ levels of satisfaction 
towards their patient experience. This will be reflected by their perception of the 
quality of healthcare services in private hospitals in Jordan.   
4. To translate, adapt and validate a patient-centred quality of care 
instrument and assess its psychometric properties among international 
inpatients in private hospitals in Jordan. 
This objective attempts to present a reliable and valid instrument for measuring 
satisfaction with quality of care in Jordanian private hospitals among overseas 
inpatients. The instrument will determine components of healthcare that 
influence satisfaction among overseas inpatients. 
1.7. The Structure of the Thesis 
To explain the research process and sequence followed, this thesis is organised 
in 7 sequential chapters. The chapter at hand had introduced the thesis by 
providing a background context of travel for health, health and medical tourism, 
and medical tourism in Jordan. This chapter also presented an overview of the 
basic concepts of health tourism and medical tourism and the changing range of 
its reasons, scope and products. Furthermore, it provided the significance, the 
purpose and research objectives of this study. The chapter concludes with an 
overview of the structure of this thesis. After the introduction (Chapter 1), comes 
chapter 2. Chapter 2 sets the scene for the case study of this thesis; the 
Hashemite Kingdom of Jordan. This chapter dips into the geopolitical context 
which conditions Jordan; including the establishment of the state, the country‘s 
location and borders, its demography and government, the Arab-Israeli conflict, 
the on-going and recent conflicts in the region, the Arab spring in Jordan, and 
the county‘s own war on terror. This chapter presents an exhaustive review of 
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primary resources on Jordan‘s overall economic development and its tourism 
and healthcare sectors. The country‘s tourism portfolio with special emphasis 
on its curative and wellness sites as part of the health tourism industry is 
presented. The healthcare sector in Jordan is thoroughly investigated and a 
description is presented with special emphasis on the private sector; the main 
provider of healthcare services for medical tourists. A special section is 
dedicated in chapter 2 to present and discuss the different circumstances to 
which Jordan became a medical tourist destination, and the state of this niche in 
the country. 
Chapter 3 presents an exhaustive review of the related literature. The nature of 
the literature reviewed is a reflection of this new trend of health tourism in 
context with the whole health-tourism nexus. It is also a reflection of the 
different aspects regarding the multidisciplinary nature of medical tourism. It 
integrates different concepts within tourism, international healthcare, and 
quality, and highlights the gaps in the literature around medical tourism. 
However, the chapter begins with exploring the health-tourism nexus, health 
tourism and medical tourism different types and definitions. In addition, it 
reviews the related literature on medical tourists, tourist activities, and medical 
tourists‘ sources of information, motivating factors for medical tourism and 
patient satisfaction and quality of care.  
Chapter 4 introduces the research methodology for this study. It begins with 
restating the aims and objectives of this research. Then it explains the general 
research design for this study, the settings of the research, the choice of the 
research sample and sample size, and the choice of research methodologies. It 
also presents a description of the research instruments design. This chapter 
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further discusses issues regarding the research methods of this study along 
with ethical considerations. It also details the data collection process and 
research procedures performed during the main research and pilot testing. 
Moreover, it explains the data preparation, coding, and statistical analysis 
processes. Finally, this chapter tackles the limitations that this research has 
faced. 
Chapter 5 discusses the data analysis of the quantitative research regarding 
aspects shaping medical tourists‘ decisions to acquire healthcare services 
abroad in terms of sources of information and push/pull factors and their 
behaviour. This chapter also presents the results from the qualitative research 
as articulated by medical tourists themselves to back the main quantitative 
method of this research. Furthermore, this chapter demonstrates a discussion 
of the results and the findings, fulfilling objectives one and two of this research 
and the questions related to those objectives. 
Chapter 6 discusses the data analysis of the quantitative research regarding the 
level of satisfaction held by medical tourists towards their patient experience in 
Jordan. The chapter describes the preparation, modification, and the statistical 
operations and tests used in analysing the data of this research. It also 
translates, adapts and validates the instrument used for this particular part of 
research and assesses its psychometric properties among overseas inpatients 
of private hospitals in Jordan. The results of the testing of the patient-centred 
quality of care instrument are also reported in this chapter. In addition, this 
chapter presents the results from the qualitative research. An evaluation of the 
experience of international patients in hospitals is presented as articulated by 
medical tourists themselves. Furthermore, this chapter demonstrates a 
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discussion of the results and the findings, fulfilling objectives three and four of 
this research and the questions related to those objectives.  
Chapter 7, the final chapter, is the conclusion. It presents the findings by 
restating the results in the context of the literature review while documenting a 
summary of the concluded remarks and key contributions. Finally, the 
limitations of this research are discussed while providing recommendations and 
implications for theory and for practitioners for future areas of research. 
1.8. The Significance of this Study 
Research about medical travel is still in its infancy and more empirical studies 
are required (Helble, 2011, Connell, 2013; Aziz et al., 2015). This research 
seeks at least to provide a better comprehension of the phenomenon.  
There are no internationally accepted measures regarding the numbers of 
medical tourists due to the lack of statistical parameters (Connell, 2006). This 
makes the problem global, and Jordan is no exception. However, there are 
even more issues of concern when it comes to medical tourism in Jordan. Solid 
information and data on medical tourism are extremely lacking in Jordan. The 
industry has been exclusively managed and marketed by the private health 
sector in Jordan. The majority of information about medical tourists‘ figures in 
Jordan comes from the Private Hospitals Association (PHA), which collect it 
from private hospitals. These figures are usually incomplete and lack 
verification. The types of data collected by the Private Hospitals Association 
(PHA) are for the main purpose of serving the private health sector; including 
marketing healthcare services for international patients and attracting capital for 
investments in private healthcare. Unfortunately, Jordan‘s tourism sector has 
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not capitalized yet on this international healthcare travel. As mentioned in an 
earlier section of this chapter, tourism is an essential part of medical tourism 
(Connell, 2006). Given that the number of international patients has been 
increasing considerably over recent years, an opportunity still exists for the 
tourism sector in this industry. Therefore, an understanding of this 
multidisciplinary phenomenon in order to benefit the tourism sector is much 
needed. Research is needed on medical tourists‘ profiles, behaviour and 
decision-making processes. Also research is needed in related issues like 
quality and satisfaction. 
Jordan lacks a database on the overall health tourism industry including 
characteristics of health tourists whether they are social, economic or 
behavioural demographics (Harahsheh, 2002; Jordan National Competitiveness 
Team, 2007). The availability of such tourism-related data is vital for any future 
considerations to invest in this niche industry by the tourism sector. Moreover, 
in medical tourism, the quality of healthcare must be measured and monitored 
to enhance client satisfaction (Jordan National Competitiveness Team, 2007), 
which is also vital to the continuous improvement of the quality of healthcare; 
the core product for this industry. Data in this context means important sources 
of information to guide improvement at all levels of the health industry and 
medical tourism in Jordan. This research is mainly an exploratory descriptive 
base-line study which can be used to further enhance the future generation of 
advanced data and in depth analytical studies on medical tourism in Jordan. 
Generally speaking, empirical research about medical tourism is lacking and it 
is almost non-existent in Jordan. This research is set to supply answers to 
assist decision makers in their decision making regarding this emerging niche 
and high growth industry. The findings of this study will provide solid data 
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regarding many aspects of medical tourism including tourist characteristics, 
tourist behaviour, the different sources of information for acquiring healthcare 
overseas, the different factors affecting tourists‘ decisions to acquire healthcare 
in Jordan and the level of satisfaction of international patients acquiring 
healthcare in Jordan, which is reflected by those medical tourists‘ perceptions of 
the quality of medical services. Such data are crucial to guide innovation, 
investment and improvement of the medical tourism industry in Jordan. It will 
provide information to public sector managers in Jordan for formulating policies 
about the medical tourism industry in terms of sector management and 
destination marketing. It will also help the healthcare providers to make 
informed decisions regarding improvements in the quality of healthcare and 
international patients‘ satisfaction. Furthermore, this study will provide 
interconnected information for public and private professionals in the tourism 
sector as well as the healthcare sector that will help towards informed decisions 
and coordinated policy-making on medical tourism in Jordan. 
Moreover, tourism business managers and tourism professionals will gain a 
better understanding of the highly competitive medical tourism sector, which will 
help in terms of sector innovation, investment, management, marketing, sales 
and profitability by targeting key existing opportunities in Jordan as a medical 
tourism destination.  
Finally, this research will enrich the existing medical tourism literature, which will 
benefit the knowledge and work of students and academic researchers in the 
subject and get the academic sector seriously engaged in research about this 
niche. 
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2. Setting the Scene:  
The Hashemite Kingdom of Jordan 
 
2.1. Introduction 
From the first 'ahlan wa sahlan' said in welcome, I knew that 
Jordan was to become a lifelong friend. After going in search 
of T E Lawrence as a student, I have returned many times to 
the low-slung tents of the Howeitat, sipped tea with rug-
makers and walked in the wake of shepherds. Beautiful 
though it is, and blessed with a disproportionate number of 
wonders, Jordan inspires this loyalty primarily because of its 
spirit of generous optimism – opening its arms to strangers 
and sharing its meagre wealth with neighbours in need. 
Why I Love Jordan By Jenny Walker, Author.  
(Walker & Clammer, 2015, p.5) 
Unlike many of its neighbouring Arab countries in the region, Jordan has no oil 
of its own and suffers poor supplies of water and natural resources. It is 
significantly reliant on foreign aid to combat problems of on-going debt, poverty, 
unemployment and refugees. 
On 7 February 1999, King Hussein bin Talal died, making his successor; 
Abdullah II, Jordan‘s new king. Since then, the king has implemented significant 
liberal economic policies and the free market economy has grown substantially.  
In 2003, the war in Iraq triggered a major economic problem in Jordan as the 
country used to benefit from Iraq‘s discounted oil. Susceptibility to changes in 
the international oil market prices continues to be one of the major challenges to 
Jordan‘s economy; due to the country‘s poor energy resources and absence of 
alternative energy projects (WB, 2010). Despite the volatile political situation in 
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the area and the pressure on the country‘s limited resources, Jordan has been 
doing relatively well. During the first decade of this century, the country 
accomplished higher than the average development results compared to 
countries of the same income group (WB, 2010). Jordan was considered a 
lower middle income country (WB, 2010) until 2012, when it was re-categorized 
to an upper middle income country (WB, 2012). Political unrest in the region, 
especially the Syria and Iraq wars, has had a major bearing on the country‘s 
economic development. The economic burden was triggered directly by the 
arrival of a huge number of refugees, the disruption of essential trade routes, 
and the decreasing number of international tourists (WB, 2014). The conflict in 
Syria remains the biggest blow that has ever been dealt to Jordan. 
The war has been raging since 2011, with a growing intensity and scope that is 
having major, long lasting effects on the region with Jordan and Lebanon 
bearing a particularly heavy economic and social burden (WB, 2014). According 
to the United Nations High Commissioner for Refugees (UNHCR) (2015), more 
than half of all refugees in the world are concentrated in 10 countries, of which 
Jordan is sixth in descending order of refugee population size. The refugee 
inflows have changed the demographics of Jordan. Now, about 30% of the 
population are non-Jordanians, of which the majority are Syrian, Palestinian and 
Iraqi refugees (DoS, 2016a). The country‘s population has grown immensely in 
the past ten years from just under 6 million in 2006 (DoS, 2007a) to a 
population of around 9.5 million in 2015, making a staggering increase of 58% 
(DoS, 2016a).  
Jordan is economically dependent on public debt and foreign aid to finance 
government expenditure. The country‘s public debt; both domestic and external, 
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had increased by the end of 2015 to reach a record high of 85.8% of GDP 
(MoF, 2016). Table 2.1 illustrates the amount of foreign aid to Jordan from 2006 
until 2015, including grants and soft loans. From the table, one can see how 
since 2012 there has been a sharp increase in foreign assistance; especially in 
grants. This upsurge in aid is due to the international community contribution to 
help Jordan with its current crisis resulting from the war in Syria and the rise of 
Daesh (also called the Islamic State). However, most of the total aid is being 
shifted to serve refugees‘ needs and secure national borders (Burke, 2015; 
Youngs, 2015). Furthermore, the amount of aid has not been proportionate to 
the size of the refugee crisis (MoPIC, 2015). More importantly, current foreign 
assistance does not provide sustainable solutions to Jordan‘s subsequent 
economic distress.  
Table 2.1: Foreign assistance to Jordan between 2006 and 2015 (US$ 
million) 
Year Grants Soft Loans Total 
2006 485 189 675 
2007 470 210 680 
2008 719 418 1137 
2009 697 676 1374 
2010 782 351 1133 
2011 704 28 733 
2012 2109 942 3051 
2013 2187 445 2632 
2014 1256 663.18 1919.867 
2015 659 429.24 1088.9 
(Source: Ministry of Planning and International Cooperation (MoPIC) 2016) 
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The unemployment rate in Jordan was reported to be 13% in 2015 (DoS, 
2016b) compared to 14% in 2006 (DoS, 2007a). However, in the first quarter of 
2016, the rate increased, registering a record overall high of 14.6% (Jordan 
Times, 2016a). According to Mayen et al. (2006), the official unemployment rate 
excludes many discouraged workers. Discouraged workers are those who have 
not been actively seeking a job or mostly not finding employment that matches 
their qualifications after a period of job hunting (Mayen et al., 2006). Plus there 
is no benefit system in Jordan that encourages all job seekers to register and 
receive benefits while looking for employment. 
The last official poverty estimates in Jordan are quite dated as they rely on 
infrequent household expenditure and income survey (Hakim et al., 2015). The 
last household expenditure and income survey in Jordan was performed in 
2008 and calculations of the poverty rate were concluded to be 13.3% in 2010 
(DOS, 2010b). 
Despite all the difficulties and challenges, there is significant confidence in the 
development of Jordan. In the fall of 2015, the Jordan Economic Monitor report, 
which is a product of the World Bank‘s Global Practice for Macroeconomics and 
Fiscal Management team, found that despite challenges, Jordan had been 
persisting forward and showing resilience amid turmoil (Hakim et al., 2015).  
Despite the development results achieved, Jordan still faces numerous 
challenges, including the current international economic slump, susceptibility to 
changes in the international oil market prices; high unemployment, reliance on 
support from Gulf countries, and an excessive consumption of natural 
resources, most importantly water (WB, 2015). However, Jordan‘s biggest 
challenge now is the Syrian refugee crisis. Disproportionate international 
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support has contributed to a growing pressure on national services and 
infrastructure, thus harming Jordan‘s resilience (MoPIC, 2015). 
Nevertheless, some of the challenges Jordan faces can present opportunities to 
solve its on-going problems. The need to create appropriate environments for 
private investment and improved competitiveness are both Jordan‘s greatest 
challenges and biggest opportunities (WB, 2015). Jordan‘s series of negative 
shocks were described by Hakim et al. (2015) as hiccups amidst sustained 
resilience and committed economic reforms. 
2.2. Geopolitical Context 
This section dips into the geopolitical context which conditions Jordan, including 
the establishment of the state, the country‘s location and borders, its 
demography and government, the Arab-Israeli conflict, the on-going and recent 
conflicts in the region, the Arab spring in Jordan, and the county‘s own war on 
terror. 
2.2.1. The Establishment of the State 
In 1920, following the World War I and the Arab Revolt against the Ottomans, 
which was backed by Britain, the San Remo Conference declared the division 
of the former Ottoman-ruled territories. The League of Nations mandates 
governing these territories became the new occupation in the Middle East. 
Britain received the mandate to govern the territory of which Transjordan, 
historically known as the land of Jordan, was a part.  
Sharif Hussein bin Ali was Sharif of Mecca, the leader of the Arab Revolt 
against the Ottomans and later the proclaimed and internationally recognized 
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King of Hejaz. In late 1920, Prince Abdulla bin Hussein, Sharif Hussein‘s son 
and the future ruler at the time, arrived in Transjordan. Following the Cairo 
conference in 1921, Winston Churchill, the newly appointed Colonial Secretary 
of the British Empire, gave Prince Abdulla bin Hussein rule over Transjordan, 
which was declared an Emirate. By the end of the decade, a regime existed and 
state building had already started; Britain slowly handed over its control of 
Transjordan to the Emir, including the administration of financial and foreign 
policy issues (Robins, 2004). The country gained its independence from the 
British mandate on May 25th 1946 and was declared a Kingdom. However, 
Jordan was still under colonial effects as Massad (2001) put it, as its army, the 
Arab Legion, was still in non-Arab leadership. On 1 March 1956, John Bagot 
Glubb, Commander of the Arab Legion between 1939 and 1956, was expulsed 
in what historically had been dubbed in Jordan “the Arabization of the Army”.  
2.2.2. Location and Borders 
Jordan; officially the Hashemite Kingdom of Jordan, is named after the Jordan 
River, which runs through its western border. The country covers a total area of 
around 90 thousand square kilometres (DoS, 2010a). Jordan is part of 
Southwest Asia. It is bordered by Syria in the North, Iraq in the East, Saudi 
Arabia in the Southeast, and Israel and the West Bank in the West (see also 
Figure 2.1). Apart from the Gulf of Aqaba, the only coastal area, the country is 
landlocked. The coastline is nearly 26 kilometres along the northern tip of the 
Red Sea, which also gives Jordan a southwest maritime border with Egypt. 
Jordan is located in the centre of the Middle East (Figure 2.1 map).  
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Figure 2.1: Political map of the Hashemite Kingdom of Jordan 
(Source: Encyclopaedia Britannica, Inc.) 
The climate is affected by the country‘s distinct geographical characteristics. 
Jordan has an arid desert in its eastern part and few mountainous areas that 
extend from the North to the South. The southern part of the country is 
characterized by deep valleys and mountainous areas that extend to its south-
eastern desert. The Jordan River runs in the Jordan Valley, part of the much 
bigger and deeper Rift Valley, which is shared by Palestine, Israel, and Jordan. 
The Jordan Valley descends to around 400 meters below sea level, where the 
Dead Sea, the lowest point on land, is located. 
The country has historically been a passage for trade and communications. This 
cross-road strategic location has always given Jordan an important role to play 
(VisitJordan, 2013), and has left the country with a substantial heritage of many 
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civilizations. However, despite the country‘s wealth in religious and 
archaeological sites, the volatile geopolitics of the area has mostly hindered its 
tourism industry (Hazbun, 2008). The Middle Eastern countries are 
fundamentally inhibited by their geopolitical context, stability, and security (Basu 
& Marg, Unknown). Jordan is not an exception. 
2.2.3. Demography and Government 
The Hashemite Kingdom of Jordan is an Arab country where Arabs make up 
the vast majority, 98%, of the population, while the remaining 2% are other 
ethnic minorities that mainly include Circassians, Shishanis and Armenians 
(DoS, 2016b). 
The country's official religion is Islam. Sunni Muslims are dominant, making up 
92% of the population (DoS, 2016b). Non-Sunni Muslims in Jordan are few but 
include some Shiites, of which some are Iraqi and Lebanese refugees. 
Christians, who are 6% of the population, mostly follow the Orthodox Church. 
Other sects include a minority of Druze (DoS, 2016b). The official language is 
Arabic and English, which is widely spoken among Jordanians, is the first 
foreign language. 
The monarch exercises his constitutional reign through his appointed 
government, the prime minister and his cabinet, who rule in his name. The 
appointed prime minister and his cabinet are accountable to the parliament, 
which is also responsible for the legislative process. The parliament consists of 
the elected House of Representatives and the appointed House of Senates. All 
legislation has to be endorsed by the King. 
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Jordan‘s election law secures representations of the ethnic and religious 
minorities along with women through quotas in the elected branch of the 
parliament.  
2.2.4 The Arab-Israeli Conflict 
The geopolitical context of the Arab-Israeli conflict is critical to Jordan‘s past 
and present. Jordan is the home of many Palestinian refugees. 
The conflict dates back to the early 20th century. Although Britain promised the 
Arabs full independence if they revolted against the Ottomans, Britain and 
France ended dividing up the previously occupied Ottoman territories secretly 
between them under the Sykes–Picot Agreement in 1916. In addition, Britain 
declared its promise to facilitate the achievement of a national home for the 
Jews on Arab land in Palestine, in sympathy of Jewish Zionist aspirations. The 
Zionist movement had already been carrying out organized Jewish migration to 
Palestine. After the Balfour Declaration of 1917, Zionists and Arabs clashed in 
Palestine, and reached pinnacle peak in the war of 1947. The war transformed 
into the first Arab-Israeli War in May 1948 following the declaration of the 
establishment of Israel. This was Jordan‘s first war as part of the Arab legion 
after its independence from the British. Jordan‘s second war with Israel was in 
1967. At the end of this war, Israel gained control of the following: the rest of 
Palestine, including the rest of the West Bank; a Palestinian territory under 
Jordanian management; the Gaza Strip, a Palestinian territory under Egyptian 
management; the Sinai Peninsula, an Egyptian territory; Shebaa farms, a 
Lebanese territory and the Golan Heights, a Syrian territory.  
41 
 
After that, Jordan, having the longest borders with the Jewish state, became a 
strategic location for Palestinian fighters. The Jordanian Armed Forces 
collaborated with the Palestine Liberation Organization (PLO) fighters even 
before the recognition of the organization as the only legitimate representative 
of the Palestinian people by the Arab League and the United Nations. However, 
the PLO became resistant to the political decisions of Jordan‘s head of state, 
King Hussein, and stopped coordinating with the national defence standards 
specified by the Jordanian Armed Forces. The organization‘s fighters had 
armed clashes with the Jordanian Armed Forces and threatened to topple the 
regime. The clashes continued between 16 and 27 September 1970. The 
conflict, referred to as ‗Black September‘, resulted in an unknown number of 
casualties, especially among Palestinian fighters, and it ended with the 
expulsion of the PLO leadership and thousands of Palestinian fighters from 
Jordan to Lebanon. Jordan‘s military hostilities ceased after its third and final 
war with Israel in 1973. In 1994, one year after the Oslo accord agreement 
between Palestinian and Israeli officials, Jordan signed a peace treaty with 
Israel. Following that, Jordan‘s tourism potential increased significantly so new 
luxurious hotels were built, additional travel agencies opened, and many tour 
guides got licensed (Kelly, 1998). International tourist arrivals reached 
unprecedented levels in 1998 and 1999 (Blanke, 2007) (see Figure 2.4), the 
same period when more, internationally media covered, peace talks were in 
progress between the Israelis and the Palestinians. Israeli tourists started 
flocking to Jordan immediately after the signing of the peace treaty. In that year, 
approximately 10,000 Israeli tourists arrived in Jordan, and by the 10th year, in 
2003, 161,000 Israeli tourists arrived in the country, representing 10% of all 
international tourists (MOTA, 1995; 2004). 
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However, Jordan‘s image has always been affected by the Palestinian-Israeli 
conflict (Schneider & Sönmez, 1999). The conflict is still to this day unresolved 
and it still impacts the region and Jordan after over 20 years since the country‘s 
peace treaty with Israel. 
The country‘s image has also been hindered due to its proximity to other areas 
of conflict. This will be discussed in the following section. 
2.2.5. On-going and Recent Conflicts 
Jordan is located in the middle of turbulent political situations in neighbouring 
countries including Palestine, Israel, Iraq and Syria. It is considered as a transit 
bridge and safe place for those leaving their countries because of political 
problems, which makes it a refugee hosting country. Jordan witnessed massive 
human influxes during the Israeli – Arab wars in 1948 and 1967 as well as the 
Iraqi invasion of Kuwait in 1990 and the Gulf war in 1991, the invasion of Iraq in 
2003 and has seen a huge arrival of refugees since the on-going war in Syria 
which started in 2011. 
The Arab Spring was a wave of public protests that struck the Middle East and 
North Africa region in 2011. The protests evolved into a bitter civil conflict in 
Syria. The consequences for the region included the human cost with hundreds 
of thousands of families displaced and living as refugees, the geopolitical threat 
as tensions between nations rose due to the Syrian conflict, and the economic 
burden of refugees and political instability in the host countries (Horton, 2014).  
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2.2.6. The Arab Spring 
In 2010, Jordan was ranked 73rd in the world for political environment 
(Newsweek, 2010). Between late 2010 and late 2012, there were 
demonstrations in Jordan over corruption, lack of political reform, and rising 
prices of necessities including bread, gas and electricity. The protests 
intensified in 2011, inspired by other protests in the region and turned into 
limited riots after spiking again in 2012. There was also something different 
about these particular protests. For the first time, Jordanians of tribal origin, who 
were usually very loyal to the king, joined the opposition movement (Greenberg, 
2011). However, the protestors never called for a regime change or the 
overthrowing of the King (Ryan, 2011). The internal political unrest faded by the 
end of 2012. After this period, Jordan formulated labour market strategies to 
tackle its unemployment problem (UNDP, 2015) and presented limited reforms 
(Burke, 2015). However, the country was faced with even more serious political 
unrest, due to the turning of clashes in Syria into a volatile war, and the rise of 
the terrorist organization Daesh in Syria and Iraq. The government shifted 
priority from reform to safety and security. Jordanians did not resume their 
previous unprecedented protesting activities. It seems they decided to choose 
security over the chaos that characterized most of their neighbouring countries 
(Ryan, 2016), despite many unfulfilled promises of reform. The threat of violent 
extremism and conflict intimidates and demoralizes communities as it threatens 
collective human development (UNDP, 2015). After the Arab Spring, power 
vacuums in the region caused the rise of militant extremist groups, so 
democratisation was no longer considered a priority but at times as a security 
threat (Kausch, 2015). Even foreign aid partners shifted their priority of 
supporting political and economic reforms to stabilising Jordan‘s borders and 
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taking care of its refugee problem (Youngs, 2015). Now stability and security 
are the main concerns in the Middle Eastern countries (Burke, 2015).  
This brings us to the next section which covers Jordan‘s political image and its 
war on terror. 
2.2.7. War on Terror  
Following the continuing conflicts in the Middle East, the media has played a 
central role in the creation of a negative image of the region, which in turn has 
had an effect on Jordan (Shadid & Koningsveld, 2002). As a Middle Eastern 
state, Jordan is perceived to be unsafe and dangerous. However, it is in fact a 
relatively safe country with security considered a top priority (Ayasrah, 2009). 
Compared to other countries in the region, it is stable and secure (Ryan, 2016), 
despite suffering from a few incidents of terrorism on the internal level. 
Jordan has always been a key player in the international on-going struggle 
against terrorism (Ayasrah, 2009). The country has faced a few direct incidents 
in the past few years. The first happened in 2005, four years after the 
September 11 terrorist attacks on the United States, when Jordan was struck by 
the terrorist organization Al-Qaeda. Suicide bombers blasted themselves in 
Amman at three hotels, the Radisson SAS, the Days Inn and the Grand Hyatt.  
This was by far the most vicious and most deadly attack on the country. After 
the attack, new security measures were introduced in hotels, malls and public 
buildings. The impact of the November 2005 attacks on Jordan materialized 
nine months later, harming its tourism sector (Basu & Marg, Unknown). Non-
Arab international tourists, who usually stay in four and five star hotels (ABC 
Investments, 2009); steered clear of Jordan, causing the occupancy rate in 
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hotels to drop in 2006 to 40.7% (DoS, 2007a). Since the attacks, Jordan has 
intensified its intelligence work and managed to sabotage, and neutralize 
several terror attempts on the country‘s security.  
As previously mentioned, Jordan joined the US-led coalition in 2014 to fight the 
terrorist organization, Daesh.  Beyond this, few other terrorism related incidents 
took place that affected the country. 
According to Sönmez (1998), terrorism prompts more fear than natural 
disasters. This might make these incidents more memorable to individuals when 
they hear about them in the news. In addition, it might drive tourists to change 
their behaviour and steer clear of the affected locations (Kapuscinski, 2014). In 
2014, international tourism receipts constituted 35.7% of the country‘s exports 
(Turner, 2016). Jordan is highly dependent on tourism and any harm to its 
tourism industry hinders the overall economy.  
Jordan is very conditioned by its geopolitical context. Therefore, more effects on 
and implications for Jordan‘s tourism and economy within that context will be 
discussed in more detail while presenting the following sections of this chapter. 
2.3. Overall Development Indicators between 2006 and 2015 
The development indicators between 2006 and 2015 for Jordan reflect the 
changing political situation in the region. 
In 2010, a study by Newsweek (2010), which ranked the world's best countries 
according to health education, economy, and politics; placed Jordan 53rd in the 
world overall ranking and 4th in the Middle East North Africa (MENA) region 
after Israel, Kuwait and the United Arab Emirates. 
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Jordan‘s total population was just under 6 million in its 2006 census (DoS, 
2007a). However, the country‘s population has grown immensely since then. 
The DoS (2016a) recent census for 2015 showed that the total population in 
Jordan was just above 9.5 million with non-Jordanians, including Syrians, 
Palestinians, Iraqis and Egyptians, constituting almost third of the population. 
Apart from the Egyptians, who came to Jordan as workers, the majority of the 
non-Jordanians residing in the country are refugees, with Syrians being the 
biggest group (DoS, 2016a). However, there is a difference in the Syrian 
refugees‘ figures given by DoS (2016a) and the United Nations High 
Commissioner for Refugees (UNHCR) (UNHCR, 2016a). Not all Syrians who 
entered Jordan are registered with UNHCR (UNHCR, 2016b). According to the 
UNHCR (2016a), 689,000 Syrian refugees were registered in Jordan by the end 
of 2015. However, there are unregistered Syrian refugees, as well as Syrians 
residing in the country under alternative legal frameworks (UNHCR, 2016b). 
The number of Syrians in Jordan is 1,265,000 according to the DoS (2016), 
almost double the number registered with the UNHCR. 
Within the past decade the average size of the household of 5.4 persons in 
Jordan (DoS, 2007a) has declined to an average size household of 4.8 persons 
(DoS, 2016a). This transition from the extended family to the nuclear family 
could be due to changes in the country including cultural and social patterns, 
and economic changes, particularly in the cost of living. With more than a third 
of the population under 15 years of age (DoS, 2007a), Jordan was 
characterized by its young society back in 2006. This is no longer the case, as 
the number of new-borns is decreasing and the refugee communities have 
changed the demographics of the country (DoS, 2016a). 
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In 2015, the Human Development Report ranked Jordan 80 on the human 
development index (UNDP, 2015). The country has progressed from its 
previous position. Jordan ranked 82 for the same index in 2010, which also 
located it within the countries of high human development (UNDP, 2010). The 
country witnessed major progress during the first decade of the twenty-first 
century in its social, economic, educational, health and environmental sectors. 
The Second National Millennium Development Goals Report revealed that 
Jordan was a lower income country and its economy had improved from 2003 
to 2008 through creating a dynamic environment for internal and foreign 
investment with solid laws to ensure the progress and sustainability of this 
important sector (MoPIC, 2010). In 2010, Jordan ranked 40th worldwide for 
economic dynamism and ranked as the second best country in the world after 
Ukraine among the world‘s low income countries (Newsweek, 2010). 
In 2008, a sharp increase was witnessed in the value of remittances transferred 
by Jordanian expatriates, which contributed to 13.9% of GDP in 2008 (MoPIC, 
2010). However, the global financial crises resulted in a lower contribution of 
remittances by Jordanians abroad in 2009, which accounted for a 1.3% decline 
in 2009 compared to 2008 (DoS, 2010a). Furthermore, affected by the global 
financial crises, Jordan‘s GDP declined to 2.3% in 2009 from 7.6% in 2008 
(DoS, 2010a). In 2009, the unemployment rate in Jordan was 12.9% (DoS, 
2010a).  
Jordan‘s Second National Millennium Development Goals Report of 2010 also 
indicated that Jordan was an example of a successful development story in the 
Middle East, in terms of both the significant improvement in education and 
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health, both of which impact the progress of its people and human resources 
(MoPIC, 2010).  
 2.4. The Tourism Industry 
Tourism ranks high among sectors in terms of its contribution to GDP, 
employment, and exports (Turner, 2012). In Jordan, this could not be more than 
true. In 2015, the direct contribution of travel and tourism to GDP in Jordan was 
5.6% while the total contribution reached 20.7% of GDP (Turner, 2016). As 
unemployment is high and natural resources are limited, the tourism industry is 
extremely important for the development of the country. The industry generates 
jobs opportunities and international tourism receipts, both of which are much 
needed for the economy of Jordan. In Jordan, ―there is a thin line between 
tourism development and economic development‖ (Mahafzah, 2015, p.104). 
Jordan‘s dependency on tourism has grown over the past two decades. 
International tourism receipts constituted a fourth of the country‘s total exports 
in 2005 and they contributed to more than one third by the end of 2014 (Turner, 
2016). 
The number of new jobs created directly by the tourism sector in Jordan has 
been estimated to have benefited 6,355 new entrants from the labour market 
every year (USAID, 2009). Travel and tourism contributed a total of 72,000 
direct jobs in 2015, 4.5% of total employment in the country (Turner, 2016) (see 
Figure 2.2). This includes employment by hotels, travel agents, airlines, and 
other passenger transportation services and the activities of the restaurant and 
leisure industries directly supported by tourists (Turner, 2016). However, the 
number of jobs contributed directly by travel and tourism in 2015 was lower 
compared to 2014, when travel and tourism contributed 77,300 direct jobs 
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(Turner, 2016) (see Figure 2.2). This is due to the soaring regional instability 
witnessed in recent years, which put off many international tourists from coming 
to Jordan, thus hindering the country‘s tourism sector‘s demand for labour. 
 
Figure 2.2: Direct contribution of travel & tourism to employment in 
Jordan ('000 jobs) 
(Source: adapted from Turner 2016) 
2.4.1. Tourism Performance between 2006 and 2015 
Within the tourism industry, Jordan‘s sustained resilience amid turmoil has been 
proven many times. Over the past ten years, between 2006 and 2015, the 
country‘s tourism sector managed to recover in spite of difficult times namely 
after 2005, 2008 and 2011. 
After the Amman bombings in three different hotels on 9 November 2005, 
Jordan‘s image was harmed abroad. In 2006, the country registered an 
increase of 8% of international tourist arrivals and a 13.9% increase in 
international tourism receipts (DoS, 2007a). Both increases were due to a 
substantial increase in Arab tourists compared to a decrease in non-Arab 
tourists. As a result, hotel occupancy rate dropped to 40.7% (DoS, 2007a) since 
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Arabs tourists prefer rented flats for accommodation in Jordan (ABC 
Investments, 2009). In 2006, Tourists from the Arab countries comprised an 
astounding 75.1% of all international tourists (DoS, 2007a).  
 
Figure 2.3: Jordan‟s International tourism receipts between 2006 and 2015 
(million US$) 
(Source: Adapted from DoS 2007a; 2008; 2009; 2010a; 2011; 2012; 2013 2014; 
2015; 2016b) 
 
 
Figure 2.4: Jordan‟s International tourist arrivals between 1995 and 2015 
(million) 
(Source: Adapted from DoS 2007a; 2008; 2009; 2010a; 2011; 2012; 2013 2014; 
2015; 2016b) 
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One of the most challenging years for the tourism sector was 2009. The total 
international tourist arrivals were predicted to increase in that year (UNWTO, 
2010), but the industry was negatively affected by the world financial crisis in 
2008 and the H1N1 influenza (also called swine flu) outbreak. International 
tourist arrivals reached 880 million in 2009, resulting in a global drop of 4.2% 
(UNWTO, 2010). Accordingly, international tourism receipts plummeted to US$ 
852 billion, resulting in a decline of 5.7% (UNWTO, 2010). The tourism industry 
was booming rapidly in the Middle East until 2008. But in 2009, international 
tourist arrivals in the region fell by an estimated 5% to 53 million (6% of world 
total), while international tourism receipts decreased by 1% in real terms to US$ 
41 billion (5% of the world total) in the region (UNWTO, 2010). Early in 2009, 
Jordan was regionally ranked 7th on the overall Travel and Tourism 
Competitiveness Index among 40 Middle East and African countries (Blanke & 
Chiesa, 2009), which was reflected later in the country‘s performance figures. In 
contrast to the overall Middle Eastern region‘s results in 2009, Jordan reported 
positive results in international tourist arrivals, reaching 3.788 million (DoS, 
2010a) resulting in an increase of 1.6% from 2008 international tourist arrivals 
and more than a 10% rise since 2007. Also the international tourism receipts 
totalled US$ 2.91 billion for the same year resulting in an increase of 1% from 
the year before (DoS, 2010a) and representing 7.1% of the Middle Eastern 
region‘s total International tourism receipts (UNWTO, 2010).  
During 2009, Jordan‘s positive performance was somewhat similar to what 
happened post 9/11, during the 2003 Iraqi war and Severe Acute Respiratory 
Syndrome (SARS) pandemic, which brought a strong trend towards increased 
short haul and intra-regional travel (see Figure 2.4). The Middle East has a well-
established high spending outbound market, much of which decided to stay 
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within the region instead of travelling to Europe or America. Compared with its 
biggest competitor, Egypt, Jordan‘s increase in tourist arrivals was considered 
low in comparison (UNWTO, 2010).  
At the beginning of 2011, Jordan was ranked 60 among 139 countries on the 
Travel & Tourism Competitiveness Index (Blanke & Chiesa, 2011). That year 
marked the official start of the Arab Spring and political unrest in the country. 
Egypt‘s revolution and Syria‘s war break pushed many of their regular visitors; 
namely their Arab Gulf market, to travel to Jordan. This segment of the Arab 
Gulf market in particular does not usually travel to Europe or America. Despite 
further domestic unrest, 2012 managed to register an increase of 5.1% in 
international tourists and an increase of 18.6% in international tourism receipts 
(see figures 2.1 and 2.2). Jordan‘s Travel & Tourism Competitiveness Index 
recovered five ranks between 2011 and 2013 (see Figure 2.5).  
 
Figure 2.5: Jordan‟s Travel & Tourism Competitiveness Index 
(Source: adapted from Blanke 2007, Blanke & Chiesa 2008; 2009; 2011; 2013; 
2015) 
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However, increasing geopolitical tensions in the region, along with growing 
terrorism threats, affected the country‘s performance. The escalation of war in 
Syria and in Iraq dealt yet another blow to the sector in 2013. By the time 
Jordan had managed to bounce back the year after, the geopolitical tensions 
had got even worse. In September 2014, the country joined the US-led coalition 
fighting Daesh in Syria and Iraq. A few months later, Jordan‘s involvement 
became more prominent after Daesh captured and burnt one of its pilots. The 
theme of the Travel and Tourism Competitiveness Report for 2015 was 
―Growing through Shocks‖, reflecting the existing global context. Geopolitical 
upheaval, particularly terrorism, always has cost implications for the tourism 
industry. Businesses in Jordan started incurring higher costs after the 
November 9, 2005 Amman bombings to manage possible threats as part of 
their safety and security. New security measures were presented in all tourist 
business with the toughest measures implemented in hotels and shopping 
malls. The extent to which the threat of terrorism imposes costs on businesses 
in a country is referred to as business costs of terrorism, which is a safety and 
security sub index component in the Travel & Tourism Competitiveness Index 
(Blanke, 2007). Although Jordan‘s business costs of terrorism rank improved 
from 96 in 2007 to 75 in 2008 and 52 in 2009 (Blanke, 2007; Blanke & Chiesa, 
2008;, 2009), it started worsening again in the following years as political unrest 
once again unfolded. The business costs of terrorism, deteriorated back to 65 in 
2011, 73 in 2013 and finally to 84 in 2015 (Blanke & Chiesa, 2011; 2013; 2015). 
The unsteadiness of Jordan‘s business costs of terrorism rank (see Figure 2.6) 
correlated with the existing threats during each period. 
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Figure 2.6: Jordan‟s business costs of terrorism rank 
(Source: adapted from Blanke 2007, Blanke & Chiesa 2008; 2009; 2011; 2013; 
2015) 
Jordan‘s competitiveness in travel and tourism regressed constantly after the 
introduction of the Travel & Tourism Competitiveness Index by the World 
Economic Forum in 2007 until it had a short lived upturn in 2013. Jordan was 
ranked 46, 53, 54 and 64 in 2007, 2008, 2009 and 2011, respectively (Blanke, 
2007; Blanke and Chiesa, 2008; 2009; 2011). One of the major on-going 
problems in the tourism sector in Jordan is the lack of qualified labour. The 
country‘s worst score during that period was for the availability of qualified 
labour sub index. Jordan was ranked 92, 94, 92 and 97 during the same years 
(Blanke, 2007; Blanke and Chiesa, 2008; 2009; 2011). Jordan realised that 
qualified labour was an important issue to tackle after the launch of its first 
national tourism strategy in 2004 and the country‘s demand for tourism labour is 
growing annually. The human resources plan for tourism in Jordan (2009–2012) 
estimated that more than 25,000 jobs were to be created within the sector over 
five years and there was an urgent need for qualified labour at all levels of the 
industry (USAID, 2009). However, the tourism labour market lacks necessary 
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knowledge and training. There is a need to improve the quality of tourism and 
hospitality programs, and close the gap created by the lack of qualified and 
experienced human resources (MoHE, MoTA and USAID, 2011). As Hawkins et 
al. (2012, p.117) point out, Jordan needs 
a relevant, comprehensive higher education system 
integrated with industry-based professional experience that 
generates employees with applicable (a) technical skills, 
business knowledge, and service mentality; (b) 
communication and interpersonal skills; (c) positive attitudes; 
and (d) entrepreneurial spirit. 
In another attempt to tackle the issue of qualified labour, a strategy for 
reforming higher education in Jordan‘s hospitality and tourism sector in 2010 
was developed by the Tourism Industry Academic Steering Committee (TIASC), 
the private sector, and the Ministry of Higher Education and Scientific research 
(MoHE, 2010). Different university and community college programs were 
established to cater for the industry after the signing of the peace treaty with 
Israel. The strategy was aimed at reforming tourism and hospitality education in 
terms of innovation in teaching and bridging the gap between the industry and 
higher education (MoHE, 2010). 
As a reflection of the government‘s realization of the importance of the tourism 
industry to Jordan‘s economy, it has been assigning a high percentage of its 
limited resources to the sector. Government expenditure on travel and tourism 
was continuously ranked at 7 over the six reports of the World Economic Forum 
for Travel and Tourism Competitiveness between 2007 and 2015 with the 
exception of the 2013 report, when it was ranked at 9 (Blanke, 2007; Blanke 
and Chiesa, 2008; 2009; 2011; 2013; 2015).  
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However, the quality of its destination marketing campaigns has been relatively 
low. The country‘s marketing campaigns were ranked between 46 and 58 over 
the first six reports and plummeted further to 71 in the final report in 2015 
(Blanke, 2007; Blanke and Chiesa, 2008; 2009; 2011; 2013; 2015). Poorly 
designed and untimely marketing campaigns do not attract tourists and cost 
money, which in the case of Jordan is a limited resource. 
Based on the recommendations of the report of the Economic Financial 
Committee, the Jordanian government allocated 18 million Jordanian dinars 
(more than 25 million US dollars) to tourism promotion in the country‘s 2016 
budget (Tadros, 2016). 
One of the ways of promoting tourism has been to lower visa requirements. 
Lower visa requirements have been increasingly introduced in Jordan. The 
country‘s visa requirements were ranked between 41 and 35 since 2009, but 
advanced to 27 in 2015 (Blanke & Chiesa, 2009; 2011; 2013; 2015). This 
reflects more visa facilitation to encourage tourists to come to Jordan as 
entering the country has become easier. However, Jordan authorities 
introduced visa restrictions in 2015 limiting certain nationalities, including 
Libyans, Yemenis and Iraqis, major markets for tourism in general and medical 
tourism in particular (IMTJ, 2016a). 
Jordan was ranked 13 among 140 countries for suitability for travel and tourism 
(Blanke & Chiesa, 2013). This reflects the fact that the Jordanian society is 
open to tourism and foreign visitors, which improves the country‘s 
competitiveness in tourism and travel. 
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2.4.2. Further Tourism Indicators 
Since 2006, occupancy rates in hotels have been quite low in Jordan (DoS, 
2007a; 2008; 2009; 2010a; 2011; 2012; 2013; 2014; 2015; 2016b). By the end 
of 2015, Jordan registered a further drop in occupancy rate in hotels, from 
45.9% in 2014 (DoS, 2015) to 38.4% (DoS, 2016b). This was the country‘s 
worst result over the six-year period since it registered 36% back in 2009 (DoS, 
2010), due to the H1N1 pandemic and the financial crisis in 2008. As mentioned 
earlier, the number of international tourists rose in 2009 despite the financial 
crisis, but there were proportionally more Arab tourists (DoS, 2010), who do not 
usually stay in hotels. 
The hotel room prices in Jordan are considered expensive, a disadvantage to 
the country‘s competiveness. Although the country was ranked 30 and 29 for 
the hotel price index in 2008 and 2009, it regressed in the following years to 
stand at 68 in 2015 (Blanke & Chiesa, 2008; 2009; 2011; 2013; 2015). 
Domestic tourism is important to the overall tourism in a country. Jordan has a 
very weak domestic tourism market (Mustafa, 2012). Ninety per cent of total 
tourism receipts‘ contribution to GDP comes from international tourism (Turner, 
2016). The high cost of local tourism is one of the main reasons that push 
Jordanians to travel outside the country (Mustafa, 2012). There is therefore a 
need for promoting intra-regional local tourism and stimulating domestic 
demand in Jordan (Al-louzi, 2013). Improving the contribution of domestic 
tourism to Jordan‘s economy can be done through encouraging domestic 
tourists to undertake more overnight trips by offering discounts that make hotel 
rooms‘ prices affordable (Mustafa, 2012), yet still reasonably profitable to 
hotels. Encouraging domestic tourists to undertake more overnight trips can 
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also be done by preserving hotel room prices yet adding enough value to the 
offered packages. In the light of the very low hotel occupancy rates, this should 
help hotels not only in the short run, but it could create a culture of domestic 
overnight travel in the country in the long run. As was mentioned earlier, hotel 
room prices in Jordan are considered expensive even by global standards 
(Blanke & Chiesa, 2015). This evidently affects the country‘s competitiveness in 
international and domestic markets. 
The average length of stay for a tourist coming to Jordan has ranged between 
4.2 and 4.8 days in the last 10 years between 2006 and 2015 (DoS, 2007a; 
2008; 2009; 2010a; 2011; 2012; 2013; 2014; 2015; 2016b) (see Figure 2.7).  
 
Figure 2.7: Average length of stay in days in Jordan from 2006 to 2015 
(Source: Adapted from DoS 2007a; 2008; 2009; 2010a; 2011; 2012; 2013; 
2014; 2015; 2016b) 
In terms of the seasonality of tourists‘ arrival, the peak months in Jordan are the 
summer months of July and August (Milky & Matar-Choufany, 2010). While July 
and August are the peak months for Arab visitors - who are the majority of 
Jordan‘s visitors - coinciding with the summer holidays and Jordan's agreeable 
weather (Al-louzi, 2013), non-Arab tourists usually visit the Kingdom in spring 
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and autumn over the March-May and the September-November periods (DoS, 
2007a; 2008; 2009; 2010a; 2011; 2012; 2013; 2014; 2015; 2016b).Over 10 
years, the number of classified hotels in Jordan increased almost 20%; from 
205 hotels in 2006 to 245 in 2015 (DoS, 2007a; DoS, 2016b). The increase was 
mainly in three, four, and five star hotels (see also Table 2.2). 
Table 2.2: Number of hotels and hotel beds across classification 
 
2006 2015 
Hotels Hotel beds Hotels Hotel beds 
Five star 22 9,480 32 13,609 
Four star 23 5,313 31 7,183 
Three star 45 6,271 56 7,205 
Two star 55 4,629 62 5,110 
One star 60 2,947 64 3,204 
Total 205 28,640 245 36,311 
(Source: adapted from DoS 2007a; 2016b) 
The hotel bed numbers across classified hotels give a better reflection of a 
distribution problem. Five star hotels possess 37% of hotel beds, with 13,609 
hotel beds of Jordan‘s 36,311 classified hotel beds, followed by four stars at 
20% and three stars also at 20% (DoS, 2016b) (see also Table 2.2). However, 
five star hotels are the most sold type of accommodation in Jordan (ABC 
Investments, 2009). In 2015, five star hotels sold 50% of the overall classified 
hotel nights in Jordan (DoS, 2016b). 
Yet another on-going problem is the uneven geographical distribution of hotels 
and hotel beds in Jordan. Jordan‘s capital Amman is home to 57% of hotels, 
which is140 of Jordan‘s 245 classified hotels, followed by Aqaba at 18% and 
Petra at 11% (DoS, 2016b). This distribution is not much better than 2006 when 
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Amman had 60% of hotels, namely 123 of Jordan‘s 205 classified hotels, 
followed by Aqaba at 14% and Petra at 13% (DoS, 2007a) (see also Table 2.3). 
In hotel bed terms, Amman has 54% of hotel beds, i.e. 19,453 of Jordan‘s 
36,311 hotel beds, followed by Aqaba at 12% and Petra at 10% (DoS, 2016b), 
while in 2006, Amman was home to 63% of hotel beds, 18,179 of Jordan‘s 
28,640 hotel beds, followed by Aqaba at 15% and Petra at 12% (DoS, 2007a). 
Table 2.3: Geographical distribution of classified hotels and hotel beds 
 2006 2015 
Hotels Hotel beds Hotels Hotel beds 
Amman 123 18,179 140 19,453 
Aqaba 28 4,326 43 7,732 
Petra 26 3,435 28 3,784 
Other locations 26 2,700 34 5,342 
Total 205 28,640 245 36,311 
(Source: adapted from DoS 2007a; 2016b) 
Tourists visiting Jordan tend to make Amman their main lodging destination 
since more services are available and its location is suitable for movement to 
other areas of Jordan (ABC Investments, 2009). 
2.5. Managing the Tourism Sector 
Many plans were designed for developing tourism in Jordan with the advice 
from international partners after the peace treaty with Israel in 1994 (Kelly, 
1998). Foreign donors, namely the Japan International Cooperation Agency 
(JICA) and the United States Agency for International Development (USAID) 
assisted Jordan with its limited financial resources problem.  
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It was not until after enormous funding, extensive research and knowledge 
transfer efforts that Jordan commenced engaging in tourism development. 
2.5.1. Main National Tourism Bodies 
There are two main tourism bodies in Jordan. These are the Ministry of Tourism 
and Antiquities (MOTA) and the Jordan Tourism Board (JTB).  The Ministry of 
Tourism and Antiquities is responsible for formulating policies of the sector, 
control over tourist organizations and activities and upgrading the infrastructure 
for tourist destinations with the cooperation of other related departments of the 
government and Jordan‘s Tourism Board. Jordan‘s Tourism Board was 
established in 1998 as an independent public-private sector partnership with the 
objective of developing the marketing of Jordan as a tourist destination and 
promoting Jordan tourism products internationally. The Jordan Tourism Board 
is, by definition, the country‘s destination marketing organization (DMO). The 
Board consists of many associations and partners. Tourism boards that operate 
solely as a government service or as a trade group are far less effective than 
blended partnership boards (Blanke, 2007). 
Jordan Tourism Board Members are:  
 Jordan Hotel Association (JHA) 
 Jordan Tour Guide Association (JTGA) 
 Jordan Handicrafts Producers Association (JHPA) 
 Jordan Society of Tourist and Travel Agents (JSTA) 
 Jordan Restaurant Association (JRA) 
 Ministry of Tourism and Antiquities (MoTA) 
 Aqaba Special Economic Zone Authority (ASEZA) 
 King Hussein Bin Talal Convention Centre (KHBTCC) 
 The Royal Society for the Conservation of Nature (RSCN) 
 Royal Jordanian (RJ) 
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2.5.2. Main Tourism Development International Partners 
There are three main international partners in Jordan. These are the Japan 
International Cooperation Agency (JICA), the United States Agency for 
International Development (USAID) and the World Bank. Both MOTA and JTB 
have been fully engaged with international partners in developing tourism in 
Jordan. 
Japan International Cooperation Agency (JICA) support to Jordan primarily 
focuses on assisting tourism sector development and effective utilization of 
natural resource. This has been done through formulating a master plan for 
Jordanian tourism development after extensive research (Kelly, 1998), and 
carrying out urban regeneration projects and heritage conservation endeavours 
in Amman, Salt, and Karak (Daher, 2005). 
Despite the involvement of the Ministry of Tourism and Antiquities (MoTA) and 
the Ministry of Planning (MoPIC), the local communities were not involved in the 
setting up of JICA's earlier plans (Daher, 2005). According to Kelly (1998), there 
were major issues regarding the country‘s policy, management, and 
inexperience in executing such plans, which resulted in difficulties and affected 
the involving of local communities. Furthermore, the capacity building part of 
these projects was not implemented (Daher, 2005). Excluding the local 
communities from taking part in decisions that affect them and ignoring their 
training needs can have a negative impact on the dedication needed to commit 
to these projects, the project results, and the sustainability of these projects. 
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The United States Agency for International Development (USAID), a major 
grant partner in Jordan, dedicated part of its funds to Jordan‘s tourism industry 
development. The earlier support, which started in 2002, assisted in formulating 
the country‘s first national tourism strategy. Later, aid was directed to assist 
Jordan, with other foreign donors, in the implementing of its national tourism 
strategies goals. Much of the money benefited tourism sites, micro projects, and 
capacity building for all tourism and hospitality labour and workers, with 
considerable involvement of local communities. USAID remains the most 
engaged partner donor in developing the tourism sector in Jordan. 
Another important international partner in the tourism development of Jordan is 
the World Bank. In 2007, the World Bank renewed interest in tourism 
development in order to accomplish the United Nations Millennium 
Development Goals (Hawkins & Mann, 2007). Therefore, between 2007 and 
2014 it executed a US$ 71 million project in Jordan which focused on the 
revitalization of historic centres, urban infrastructure and cultural landscape 
regeneration; local economic development; and capacity building and project 
management (WB, 2015). The project built on two previous World Bank tourism 
projects in Jordan: the first between 1976 and 1981, a US$30 million project 
focusing on development of multi historic cities, and the second between 1997 
and 2005, a US$44 million project focussing on tourism development in Petra 
(Samuels, 2009). 
2.5.3. National Tourism Strategies 
In 2004, Jordan launched its first comprehensive tourism strategy developed by 
USAID/Jordan Tourism Development Project in partnership with the Ministry of 
Tourism and Antiquities and tourism stakeholders from both the public and 
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private sectors to coordinate and steer the development of tourism. The 
execution of the National Tourism Strategy 2004-2010 enabled Jordan to 
improve its reputation as a destination of choice for both visitors and investors 
by strengthening its marketing and promotion (National Tourism Strategy, 
2004). The strategy‘s achievements also included: improved quality and variety 
of tourism products and services, adopting professional human resource 
practices across the industry and creating a more favourable regulatory 
environment. However, despite the major achievements linked to the strategy, it 
did not achieve its main goal. The strategy was developed with to the aim of 
doubling Jordan's tourism economy by 2010. However, this goal was evidently 
not met due to the events that negatively affected the growth of the sector. 
The second tourism strategy for Jordan was finalized in 2011 by USAID/Jordan 
Tourism Development Project with the cooperation of the Ministry of Tourism 
and Antiquities, the private sector, local communities and the Ministry of Higher 
Education. The National Tourism Strategy 2011-2015 built on the significant 
achievements made since the launch of the first strategy and therefore, it 
continued concentrating on marketing and promotion, product development, 
labour market development and enabling the tourism environment through an 
institutional and regulatory framework (National Tourism Strategy, 2011). 
2.6. Tourism Portfolio  
The National Tourism Strategy 2011-2015 identified 12 significant market 
segments in Jordan: cultural heritage (archaeology), religious tourism, eco-
tourism, health and wellness, cruises, MICE (meetings, incentives, 
conference and events), adventure and activity tourism, SAVE (scientific, 
academic, volunteer and educational), filming and photography, festivals 
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and cultural events, summer and family holidays, and sports and 
recreation (National Tourism Strategy, 2011). These segments will be 
pinpointed and discussed in the course of this section. 
Jordan‘s climate is a reflection of its transitional location spanning the 
Mediterranean climate in the West and dry environments in the East and in the 
South. Warm temperatures in winter makes the Jordan valley area a favourite 
for local and international tourists during the cold winter months while the 
northern mountains supply a refreshing experience for local and international 
tourists during the hot summer months. Both settings provide summer and 
family holidays. 
Eco-tourism and adventure and activity tourism and sports and recreation 
are very popular segments among young domestic and international travellers 
alike. Valleys, mountains and desert are favourite places for hikers, bikers and 
nature and adventure lovers.   
Jordan possesses many significant sites including five world heritage sites that 
are listed by the United Nations Educational, Scientific and Cultural 
Organization (UNESCO). Sites of historical civilizations like the Arab Nabatean 
city of Petra, which was listed in 1985, Um er-Rasas from the Roman, 
Byzantine and Early Muslim periods, which was listed in 2004, desert castles 
and palaces like Quseir Amra from the Umayyad period, which was listed 
in1985, religious and biblical sites, like the Baptism site on the River Jordan, 
listed in 2015, and last but not least, natural sites like Wadi Rum, with its 
moonscape surface and rocky canyons, listed in 2011. These five world 
heritage listed sites cater for cultural heritage (archaeology) (McKercher & Du 
Cros, 2002), religious tourism, eco-tourism and even filming and 
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photography. Wadi Rum and Petra have been the filming location for many 
movies including famous Hollywood blockbusters Lawrence of Arabia -1962, 
Indiana Jones and the Last Crusade -1989, The Mummy Returns -2001, 
Transformers: Revenge of the Fallen -2009 and most recently The Martian -
2015. As part of executing its promotional plan, the Jordan Tourism Board 
promoted Wadi Rum, the filming location for The Martian, alongside the film‘s 
worldwide promotion campaign in 2015. 
The Gulf of Aqaba on the Red Sea offers beautiful beaches and contains some 
of the most wonderful coral flora and fauna in the world. Aqaba is also home to 
much sports and recreation through its water sports activities including water 
skiing and scuba diving, which also provide adventure (Swarbrooke et al., 
2003) and activity tourism. Eco-tourism is popular in the southern part of this 
port city. The Gulf of Aqaba, being the only port city in Jordan, is the home of 
the cruises tourism segment. 
Ma‘iin hot springs, with its hot waterfall, and the Dead Sea region‘s health 
resorts offer thermo-mineral waters for tourists. Health and wellness is an 
important segment. However, as has been mentioned earlier in Chapter 1, 
medical tourism is neglected within this segment. That being said, the health 
and wellness segment represented by the curative and wellness sites around 
Jordan is very well tended to by the tourism sector. The Dead Sea region, the 
lowest place on earth, has unique natural healing properties, which are used to 
treat various conditions including skin diseases, arthritis and joint disorders 
(Bisharat, 1997). Because of its healing properties and its state-of the-art 
resorts, Jordan is known regionally for its excellence in spa (curative and 
wellness) tourism. The Dead Sea area, which is located only 30 minutes‘ drive 
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from the capital Amman, is one of the most popular locations in Jordan. The 
number of hotels along the Jordanian side grew from four hotels, of which two 
are five-star and two are four-star, in 2006 to nine hotels; of which four are new 
five-star and one is a new two-star, in 2015 (DoS, 2006; 2015). Almost all the 
hotels are affiliated with brands and international chains. The services and 
state-of-the-art facilities on Jordan‘s side of the Dead Sea are considered a 
threat to the Israeli Dead Sea tourism operators (Rosenblum, 2007).   
The Meetings, Incentives, Conferences and Events (MICE) segment is a 
very important market for the Jordan tourism sector. The capital Amman, Dead 
Sea, Petra and Aqaba are the main venues for the majority of the events for this 
highly profitable business. The King Hussein Bin Talal Convention Centre 
(KHBTCC), which opened in the Dead Sea in 2005, has hosted major regional 
and international events, including the World Economic Forum (WEF). Fully 
catered business centres are now an essential part of virtually every 4 star and 
5 star hotel in Jordan. The MICE segment attracts politicians, academics, 
professionals, businessmen and NGO workers to attend events organized by 
the government, international organizations, universities, corporations and non-
governmental organizations and associations. They are organized in different 
locations and facilities, including the usual facilities in urban locations, in 
Amman and Aqaba, such as conference centres and universities, and retreat 
locations like Petra and the Dead Sea. 
According to Porter and Salazar (2005), Jordan officially separates heritage 
from history; all customs, foods, and buildings after 1700 CE are labelled 
heritage, while the same before this date are designated to history. These 
definitions often overlap (Porter & Salazar, 2005) along with culture. In terms of 
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the festivals and cultural events segment, Jordan hosts many annual cultural 
festivals during summertime. The historical Roman theatres of Amman, Jerash, 
and Umm Qais host Jordanian heritage-deemed performances. This means 
they also cater for the cultural heritage (archaeology) segment. For example, 
they host European classical concerts as well as Arabic pop musical concerts, 
where audiences have to endure the uncomfortable stone seating as they are 
entertained like the Romans (Porter & Salazar, 2005). The Jerash Festival 
started in the mid-1980s – and it brought life to the ancient Roman city of 
Gerasa through local folklore dancing and concerts in addition to traditional 
handicrafts. For long time, the replacement of the Jerash festival by the Jordan 
festival in 2008 created a big controversy and a huge public debate until it was 
brought back to life in 2011. The festivals and cultural events segment is 
quite popular among young domestic tourists. 
The Scientific, Academic, Volunteer And Educational (SAVE) segment is 
driven by travellers‘ desire to engage in travel experiences involving close 
interaction with the nature, culture and people of the destination in ways that 
advance knowledge (their own or that of others) or that involves a contribution 
to the enhancement of the destination (Lamoureux and Leadbetter, Unknown). 
Jordan is witnessing an international volunteerism trend that increased after the 
conflict in Syria. Travellers with SAVE characteristics can be seen in many 
areas in Jordan, but in the capitals, Amman‘s old neighbourhoods, especially 
Weibdeh and Jabal Amman, attract them the most. 
In terms of the food and beverage, the capital Amman is the home of a wide 
range of restaurants. One to five star restaurants provide enjoyable experiences 
of different cuisines, traditions and friendly atmospheres and employees. 
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However, locations like Petra, Dead Sea and Aqaba have a limited range, with 
mostly expensive restaurants in five or four star hotels. The Jordan Restaurant 
Association (JRA) is a mandatory membership which represents over (850) 
classified members. In addition to the many classified restaurants, there are 
also non-classified restaurants. Dining out in restaurants as well as going to 
coffee shops, bars, night clubs and amusement parks in Jordan is part of 
activity tourism. Furthermore, malls in Amman are the home of many of the 
food and beverage outlets as well as state-of-the-art movie theatres. Shopping 
malls have been built extensively in the capital Amman (Daher, 2007) to attract 
more Arab tourists from the Gulf area who are used to luxurious shopping malls. 
Shopping is another significant part of the tourism industry that caters to 
activity tourism in Jordan. 
Art galleries like Darat al Funun (houses of the arts), Dar Al Mashreq (orient 
gallery), Orfali Gallery and Zara Gallery are a common feature of the capital 
Amman that caters for cultural events (McKercher & Du Cros, 2002) as well as 
activity tourism. This also applies to the different museums. There are some 
museums in Jordan but none of them are internationally renowned and 
therefore the number of visitors is relatively low. The main museums are: 
Jordan Museum; Jordan Archaeological Museum; Jordan Folklore Museum; 
Jordanian Museum of Popular Traditions; Jordan Museum of Fine Arts; 
Numismatics Museum Central Bank of Jordan; Exhibition of Arab Heritage and 
Recent Discoveries; Royal Automobile Museum and the Children‘s Museum 
and Military Museum. Most of the traditional handicrafts shops are concentrated 
in downtown Amman but some can be found in shopping malls and in hotels. 
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During the tourism boom of 1995, many tour guides got into the tourism sector, 
but most of them were incapable of performing their role properly due to the 
lack of knowledge and experience. Subsequently, different university and 
community college programs were established to cater for the tourism sector in 
Jordan in addition to short training courses. Tour guides are now only those 
registered and licensed by the Jordan Tour Guides Association (JTGA). These 
guides are highly trained and can speak different languages.  
As for access, there are three international airports in Jordan, two of which are 
in Amman, Queen Alia International Airport (QAIA) and Amman Civil Airport. 
The third international airport is King Hussein International Airport in Aqaba. 
The national carrier, Royal Jordanian (RJ), has excellent air connections with 
the Middle East North Africa (MENA) countries, Asia and Europe. Major 
European airlines also have frequent connections to Jordan. There are weekly 
direct services between Amman and the U. S. Royal Jordanian flies to several 
major cities in the U.S. But there are no direct flights between Amman and 
Australia, New Zealand or the South American continent (QAIA, 2016). Queen 
Alia International Airport is the main airport in Jordan and it was expanded to 
handle up to nine million tourists passengers annually (Milky & Matar-Choufany, 
2010). Currently, the main airport is now being expanded in order to handle 
twelve million passengers annually (El-Harami, 2012). In 2015, air transport 
infrastructure in Jordan ranked 72 among 141 countries (Blanke & Chiesa, 
2015). Road connections with Syria, Saudi Arabia and Iraq are very good.  
Transportation links with the Palestinian authority and Israel are less developed 
but adequate. Tourists come to Jordan mainly by air or by road and there is also 
the ferry, which is used for access with Egypt. Tourists travelling within Jordan 
depend mostly on tourist buses to get to sites outside the capital. It is not easy 
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for tourists to use the public transport system since information is only provided 
in Arabic. Furthermore, public transport is not punctual or comfortable. That is 
why many tourists tend to resort to rented cars and taxis especially in the peak 
summer season and traffic congestion and lack of parking spaces are on-going 
problems in Amman‘s main areas. In 2015, ground and port infrastructure in 
Jordan ranked of 82 among 141 countries (Blanke & Chiesa, 2015).  
2.7. Tourist Activities 
While visiting Jordan, tourists tend to be involved in the following ten activities: 
visiting friends and relatives (VFR), eating out, shopping, visiting museums and 
art galleries, visiting historic attractions, visiting religious sites, going to the 
desert and to nature reserves, going to health sites, going to Aqaba and 
attending tourist events or festivals. 
Generally speaking, travel for „visiting friends and relatives (VFR)‘  (or 
‗friends and family‘) constitutes a large segment of international travel (Gee & 
Fayos Sola, 1997) and is therefore of sufficient importance to have been 
studied separately by some researchers. According to Shinnar et al. (2004), 
travellers visiting friends and family are influenced by those who visit them in 
terms of behaviour and additional spending. In another study, Brocx (2009) 
found that tourists visiting friends and family had greater familiarity with the 
destination than other tourists. Indeed, this applies to expats. Jordanians who 
live abroad, for example, tend to visit their friends and family when they return 
to Jordan for a visit.  
Eating out or dining out is a popular leisure and tourist activity (Finkelstein, 
1989; Warde & Martens, 2000). Activities are not the only things that matter to 
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the tourists at a destination (Pearce, 2005); however, dining out in a travel 
destination has changed from being a simple necessity to becoming a touristic 
encounter that can affect a tourist‘s overall evaluation of the travel experience 
(Telfer & Hashimoto, 2003). Food or culinary tourism has been the subject of 
many researchers including Hall et al. (2003) and Long (2004).  In Jordan, the 
number of restaurants almost doubled between 2004 and 2010 (DoS, 2005; 
2011), which may have reflected the popularity of the activity. Shopping is also 
a popular tourist activity (Kent et al., 1983) and tourists spend a great deal of 
money on shopping (Christiansen & Snepenger, 2002). This is why it is 
acknowledged as a primary method of generating tourism revenues, and as a 
major contributor to economic development (Paige & Littrell, 2003). In their 
research on shopping, Christiansen and Snepenger (2002) found that tourists 
seemed to enjoy the shopping experience more because they were away from 
home and were therefore more relaxed. This may explain why tourists spend 
more on their purchases. 
Visiting museums and art galleries, Visiting historic attractions and other 
archaeological attractions, and attending a tourist event or festival are parts 
of recreational and cultural tourism (McKercher & Du Cros, 2002).  
There are also many holy sites in Jordan for the tourists interested in visiting 
religious sites, including the baptism site, Mount Nebo and many Islamic 
shrines. 
Going to the desert and to nature reserves for example, Dana, Wadi Mujib, 
Ajloun and Dibeen. Also Wadi Rum, which was made famous by T. E. 
Lawrence. These important sites in Jordan provide adventure (Swarbrooke et 
al., 2003), nature, and eco-tourism (Buckley et al., 2003).   
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Going to health sites is part of therapeutic and wellness tourism, both of which 
are types of health tourism. The Dead Sea is the most visited destination for 
natural healing in Jordan, while other popular health sites include the hot 
springs of Ma‘iin and Himma. Aqaba is considered to be one of the important 
sites in Jordan, since it is the country‘s only coastal city. Going to Aqaba tends 
to be popular among tourists who enjoy types of activities such as water sports 
like water skiing and scuba diving, which provide a sense of adventure 
(Swarbrooke et al., 2003) and recreation. 
2.8. Healthcare and Medical Tourism in Jordan 
This section will thoroughly describe and investigate and the healthcare sector 
in Jordan, with special emphasis on the private sector, the main provider of 
healthcare services for medical tourists. Also, it will present and discuss the 
different circumstances in which Jordan became a medical tourist destination, 
and the state of this niche in the country. 
The healthcare services in Jordan are delivered by four main providers, which 
include: the Ministry of Health (MoH), university hospitals, the Royal Medical 
Services (Armed forces), and the private sector (MoH, 2010). 
A considerable part of Jordan‘s government expenditure on health is invested in 
the upgrading of healthcare facilities and equipment, and in the training and 
continuous education of the health workforce (WHO, 2010). Government 
expenditure on health as a percentage of total government spending increased 
from 6.1% in 2006 to 8% in 2014 in the country (MoH, 2007; 2014). Although 
Jordan was still categorized as a low-middle income country in 2010, it had one 
of the highest expenditures on health as a percentage of its GDP within its own 
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global income group (WHO, 2010). Figure 2.8 shows Jordan‘s expenditures as 
a percentage of GDP in the health sector in comparison to some of its 
neighbouring countries, some countries that are considered medical tourism 
destinations, and the United States. 
 
Figure 2.8: Total expenditure on health as % of GDP 
(Source:  World Health Organization report 2010) 
Jordan prides itself on its healthcare service, one of the best in the region. By 
2006, the country‘s health sector had reported impressive achievements 
through reducing infant, child and maternal deaths, and improving its quality of 
services (NCFA, 2007) and it has continued to do so. The Second National 
Millennium Development Goals Report Jordan 2010 indicated that Jordan was 
an example of a successful development story in the Middle East, in terms of 
the significant improvement of the education and health status which impact the 
progress of its people and human resources (MoPIC, 2010). In 2010, Jordan 
was ranked 44th for education with a 90% literacy rate and 13 years of average 
schooling, 61st for Health and 57th for quality of life worldwide (Newsweek, 
2010). 
According to the Economic and Social Council (ESC), 86% of Jordanians are 
covered by health insurance (ESC, 2010). However, the recent census for 2015 
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showed that only 68% of Jordanians are covered by health insurance (DoS, 
2016a). Furthermore, the human development report for 2015 stated that 73% 
of the people in Jordan were satisfied with their personal health and 62% were 
satisfied with their standard of living (UNDP, 2015). These figures show a 
setback as the same report in 2010 indicated that the majority of people in 
Jordan 89% were satisfied with their personal health and 72% were satisfied 
with their standard of living (UNDP, 2010). This could be due to increasing 
pressures on the healthcare services caused by the refugee influx. However, 
further health indicators show progress. The Ministry of Health‘s annual 
statistics report indicates that the overall average life expectancy at birth was 
71.5 years in 2006 (MoH, 2007) and life expectancy and life quality in Jordan 
have been increasing steadily as a result of improvements in quality of 
healthcare services in the country (Higher Health Council, 2015). Life 
expectancy now stands at 74.4 years (MoH, 2016), which is higher than the  
region‘s figure of 68.8 years and higher than the global life expectancy of 71.4 
years (WHO, 2016). As a reflection of the standard of health services and 
medical facilities in Jordan, this put the country among the best in the region.  
According to the Ministry of Health (2007), by the end of 2006 Jordan had 
110,049 hospital beds distributed among 101 hospitals. The annual statistics for 
2015 showed an increase in hospital beds to 13115 distributed among 104 
hospitals (MoH, 2016). This increase is due to the opening of new hospitals and 
the expansion in services of hospital beds in some existing hospitals. The 
annual occupancy rate of hospitals beds was 60.9%, 63.7%, 65.1%, 61.7% and 
62.3%, in, 2006, 2007, 2008, 2009 and 2010 respectively (MoH, 2007; 2008; 
2009; 2010; 2011). It continued to be low over the following five years (see 
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Table 2.4). The annual occupancy rate of hospitals beds was 62.7% in 2015 
(MoH, 2016). 
Table 2.4: Occupancy rate in Jordan‟s hospitals between 2006 and 2015  
Year Occupancy Rate 
Overall 
Occupancy Rate 
Private 
2006 60.9% 45.9% 
2007 63.7% 49.9% 
2008 65.1% 49.9% 
2009 61.7% 51.3% 
2010 62.3% 48.5% 
2011 63.3% 48.2% 
2012 62.8% 48.8% 
2013 63.9% 46.8% 
2014 63.9% 55.3% 
2015 62.7% 42.4% 
(Source: MoH 2007, 2008, 2009, 2010, 2011, 2012, 2013, 2014, 2015). 
The private sector in Jordan is a main supplier for healthcare services for local 
patients in general and international patients in particular. By 2006, there were 
58 private hospitals constituting more than half (57%) of all hospitals; 
accommodating 3,707 hospital beds, which was 34% of all hospital beds in 
Jordan (MoH, 2007). The annual statistics for 2015 showed an increase to 4350 
hospital beds in 59 private hospitals, accommodating 33% of all existing 
hospital beds in Jordan (MoH, 2016). The annual occupancy rate in private 
hospitals has understandably been lower than the overall average as demand is 
comparatively bigger on public hospitals, military hospitals and university 
hospitals. The annual occupancy rate in private hospitals was 45.9%, 49.9%, 
49.9%, 51.3% and 48.5%, in, 2006, 2007, 2008, 2009 and 2010 respectively 
(MoH, 2007; 2008; 2009; 2010; 2011). It continued to be low over the following 
five years (see Table 2.4). The annual occupancy rate of private hospitals beds 
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was 42.4% in 2015 (MoH, 2016). According to Reisman (2010), low occupancy 
rates in Jordanian hospitals offer an opportunity to accommodate new patients 
through medical tourism. 
Statistics of the Ministry of Health in Jordan showed that 41% of the overall 
inpatients in private hospitals acquire surgical services, which is a slightly higher 
percentage than that of the overall national average of surgical inpatients in 
hospitals of 35% (MOH, 2010). This might be due to the internal brain drain of 
skilled physicians and surgeons from the public sector to the private sector, for 
better salaries and higher payment, which might push patients to follow those 
physicians for treatment in the private sector especially when they have surgical 
needs.  
Jordan suffers also from an external brain drain. This brain drain of physicians 
and health professionals and shortage of qualified nurses are serious 
challenges (Jordan National Agenda Committee, 2005). Jordan has been 
agonizing with the on-going problem of a nursing shortage (Abualrub, 2007; 
Maaitah and Shokeh, 2009) as part of the brain drain to the Gulf countries, 
which is mainly motivated by the search for better pay. This has prompted 
health providers to hire foreign nursing staff, which also happened to be less 
expensive than Jordanian nursing staff.  However, the nursing shortage still 
stands, resulting in heavy workloads which might trigger burnout. Feelings of 
emotional exhaustion and lack of personal accomplishment is common between 
nurses with heavy workloads (McHugh, 2011) and it has been proven as a 
significant factor influencing patients‘ satisfaction with their care (Vahey, 2004). 
Better pay for nursing staff by health providers may encourage nurses to stay in 
Jordanian hospitals. According to Maaitah and Shokeh (2009), government 
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policies should tackle the cause of nursing shortages including the low 
enrolment in schools of nursing in Jordan. 
Jordan is also characterized by its well-educated and trained human resources 
and its healthcare professionals are in big demand in the Middle East (Maaitah 
& Shokeh, 2009). The number of physicians has risen 54.5% from 13727 in 
2006 to 21203 in 2015, while the number of nurses has risen only 40%; from 
9578 in 2006 to 12827 in 2015 (MoH, 2007 and 2016). The increase in 
physicians and nurses is reflective of the opening of new hospitals, the increase 
of hospital beds in existing hospitals and the improvement of quality of 
healthcare services provided. Therefore, for a young country, Jordan has an 
impressive history of medical achievements which have led to the current 
reputation of excellence in medical and surgical specialties.  
With the development of many medical specialties over the last two decades, 
Jordan now offers kidney replacements, orthopaedic procedures, neurological 
operations and heart surgery. In addition, Jordan currently has vast expertise in 
a number of other medical specialties including oncology, paediatrics, acute 
care, podiatry, and recently cosmetic surgery.  
In Jordan, the medical liability law was passed in April 2016 (Jordan Times, 
2016b). The new law came 16 years after it was first suggested and after long 
technical and legal preparations, extensive delegations, and multiple delays. 
General negligence laws governing civil liability (Erteimeh, 1994) were used to 
cover medical negligence. Before the recent medical liability law was passed, 
healthcare providers carried the ethical burden and threat of relying on a non-
medical law for resolving cases. The new law also brings hope of attracting new 
international patients, insurers, and markets. 
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2.8.1. Medical Tourism 
When you look at medical tourism, we are number five in the 
world. It all comes back to the Jordanian talent. And because 
it is home-grown, and not imported, I think that is what 
differentiates Jordan from other countries. 
King Abdullah II of Jordan1  
Jordan is leading the Middle East region in the area of medical tourism, relying 
on its excellent reputation for many subspecialties in the country. In the past, 
the country has attracted tourists solely to archaeological sites such as Petra 
and natural sites known for their curative properties such as the Dead Sea. 
Tourism and health officials successfully repackaged Jordan as the medical 
tourism destination for Arabs from the Middle East. While the health sector has 
been developed primarily to serve the local population, the quality of its services 
has allowed it to build a reputation in the region attracting patients from abroad 
that come for a variety of treatments.  
Jordan's success in healthcare is due to the investments it has placed in the 
development of the health sector as has been pinpointed in the previous section 
of this chapter. Due to the high quality of medical services provided, Arab 
patients started visiting the country for medical treatment as early as the 1970s 
(WHO, 2007). The Jordanian Royal Medical Services hospital (King 
Hussein Medical Centre) was the first to offer medical services for international 
patients. Although a military hospital, it offers its services to military personnel 
and their families as well as civilian citizens from Jordan and from abroad 
(Royal Medical Services, 2008). Jordan originally placed itself as a strong 
                                                          
1
 Hadley Gamble, CNBC Middle East Correspondent. Taped on Sunday, 17 May 2015 at Basman Palace 
Jordan; aired on CNBC Thursday 21 May 
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medical destination for the regional market since it succeeded in its open heart 
surgeries during the ‗70s (PHA, 2015) (see also Table 2.5).  
Table 2.5: Landmark medical achievements in Jordan 
First open heart surgery ………………………………………………...1970 
First kidney transplant …………………………………………………..1972 
First laparoscopic, also called minimally invasive surgery (MIS) …. 1973 
First heart transplant …………………………………………………….1985 
First born in vitro fertilisation (IVF) baby ………………………………1987 
First bone marrow (Hematopoietic stem cell) transplant ……………1995 
First cochlear implant ……………………………………………………1998 
First liver transplant …………………………………………………….  2004 
First peripheral blood stem cells transplant …………………………. 2009 
First stem cell treatment for type 1 diabetes …………….................. 2015 
 (Source: Private Hospitals Association (PHA) 2015) 
Jordan adopted liberal economic policies and the free market economy in 1998, 
so private investment in healthcare became common. Since then, privately 
owned hospitals have been actively promoting Jordan individually and 
collectively, through the Private Hospitals Association (PHA), as the ultimate 
medical tourism destination. According to Gupta (2004), the genesis of the 
medical tourism industry starts with large hospitals in the developing countries 
looking for opportunities that go beyond the limited domestic healthcare market. 
Therefore, medical tourism has an impact on promoting investments in the 
healthcare sector. The United Kingdom government‘s Trade and Investment 
services identified Jordan as a priority market for the healthcare sector because 
of the high level of current and anticipated investment in new private and public 
hospitals and clinics across the country (UK Trade and Investment, 2004). The 
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marketing efforts of the private healthcare sector in Jordan with proactive 
government support through the Ministry of Health resulted in agreements with 
national health services of many countries.  Medical cooperation protocols have 
been signed with governments including those of Iraq, Sudan, Yemen, Libya 
and Algeria (Hinnawi, 2005). 
Medical tourism in Jordan has been attracting regional patients due a further 
competitive edge in the Middle East region through the availability of advanced 
medical treatments (Kangas, 2007; PHA, 2015), modern medical facilities, 
highly qualified professional doctors (Kangas, 2007; Jordan National 
Competitiveness Team, 2007; PHA, 2015) and existing medical protocols 
among governments (Hinnawi, 2005; Jordan National Competitiveness Team, 
2007; PHA, 2015). Furthermore, beside the quality healthcare services (Dajani, 
2002; Connell, 2006; Bookman & Bookman, 2007; Jordan National 
Competitiveness Team, 2007; WHO, 2007; Cortez, 2008; Smith et al., 2009; 
Behrmann & Smith, 2010; PHA, 2015), competitive advantages in Jordan‘s 
medical tourism also include: the low costs of healthcare (Dajani, 2002; Connell, 
2006; Jordan National Competitiveness Team, 2007; PHA ,2015), proximity to 
regional markets (Dajani, 2002; Jordan National Competitiveness Team, 2007; 
Voigt et al., 2010; PHA, 2015), similar language (Dajani, 2002; Bookman & 
Bookman, 2007, Jordan National Competitiveness Team, 2007), similar culture 
(Jordan National Competitiveness Team, 2007; Reisman, 2010), similar religion 
(Connell, 2006; Voigt et al., 2010), Jordan‘s government support of the medical 
tourism industry (Smith & Puczko, 2009) and availability of information through 
hospital‘s representative offices and health attaches in Jordanian embassies 
(Jordan National Competitiveness Team, 2007). 
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In 2005, relatively low cost Jordan outperformed Bahrain, Lebanon, Dubai and 
Iran as the main medical tourism destination in the Middle East spot (Connell, 
2006). According to Reisman (2010), within the Arab world Jordan is the sole 
recipient of more money from overseas patients compared with what Jordanian 
medical tourists pay overseas. However, there is currently no tangible interest in 
capitalizing on medical tourism yet by the tourism sector. As mentioned 
previously in Chapter 1, medical tourism is mostly managed and marketed by 
the private health sector in Jordan. This status quo has been going on since the 
rise of the industry in the country, and it is unlikely to change given that data of 
importance to the tourism sector is not available. 
Web-based data or promotions to inform potential medical tourists about 
healthcare options in Jordan were almost non-existent at the time of the study. 
By the end of 2006, the percentage of internet users in Arab countries was 
11.1% while the developed countries percentage was 53.5% (ITU, 2016). 
Although internet use has been growing among Arab nationals, it is still 
relatively low. By the end of 2015, the percentage of internet users in Arab 
countries had grown to 39% while in the developed countries it had increased to 
78.1% (ITU, 2016). 
Generally speaking, disseminating health information and treatment options 
using the internet has not been an existing practice in Arab countries until 
recently. Since such information was not available anyway, Arab consumers of 
healthcare services were not used to looking for information on healthcare 
providers or treatment options abroad. Recently, healthcare organizations, who 
supply the medical tourism industry in Jordan, have been more active on the 
internet in terms of websites and more recently, on social media. 
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Since the start of the recent regional unrest in 2011, Jordan‘s medical tourism 
industry has been suffering. Jordanian private hospitals are owed 180 million 
US$ directly by patients from Libya and Yemen, or through insurers and 
governments including Jordan‘s government (IMTJ, 2016b). The Jordanian 
government has been suffering with increasing debt but also insurers and 
governments in Libya and Yemen have not been paying their patients‘ bills, due 
to war and political upheaval. Furthermore, Jordanian authorities‘ change in 
their visa policy in 2015 restricting the nationalities of major demand nations 
caused a weaker market. Prior to that, the country had simplified administrative 
procedures for all international patients and visas were obtainable on arrival. 
For the above mentioned reasons, Jordan suffered a drop in medical tourism 
numbers from 250,000 in 2014 to 210,000 in 2015, leading to a revenue fall of 
15% (IMTJ, 2016a). The industry, represented by the private healthcare sector, 
has been looking single-handedly for ways to regain its competitive stance. 
According to reports, it is seeking to revive the industry by targeting new 
markets including Oman, Kazakhstan, Algeria, Chad and Nigeria by using 
various social media and marketing channels (IMTJ, 2016a). 
2.8.2. Governance 
The context of medical tourism requires attention to the political economy of 
governance; that is the intersections of state and corporate policies and 
practices (Wilson, 2010, p119).  
In medical tourism, 
understanding the dynamics of and interrelationships 
between governments, businesses, intermediaries, health 
care providers and, of course, patients (including prospective 
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patients) will be crucial to understanding and explaining the 
patterns that are being observed. (Lunt et al., 2013, p15) 
In terms of policymaking, the underlying issue in Jordan is the state of 
governance in medical tourism, which is a reflection of the state of governance 
in the country. The multidimensionality of medical tourism brings up the need for 
a governing body that represents all stakeholders. However, the manner in 
which authority is exercised in the management of medical tourism in Jordan is 
vague and sometimes even puzzling. As there is no governing body of medical 
tourism in Jordan, there is no clarity on who must make decisions.  
Poor coordination has always been one of the main challenges facing medical 
tourism, this in addition to the ineffectiveness of the Medical Tourism 
Directorate and the unfulfilled recommendation of the Jordan National Agenda 
2006-2015 of creating a marketing strategy for medical tourism in Jordan 
(Jordan National Agenda Committee, 2005). The inexistence of a marketing 
strategy has affected the industry negatively. To a large extent, the promotion of 
medical tourism has been undertaken solely by Jordan‘s private hospitals and 
their Association. Marketing strategies are essential in promoting medical 
tourism destinations. But beyond the business and marketing practices of 
medical tourism the problem is not limited only to the absence of a clear 
strategy to promote It extends to the fact of ignoring the National Strategy for 
Health Sector in Jordan 2015- 2019 of medical tourism. In terms of the medical 
system in Jordan, regulations do not go past dedicating pricing lists of health 
care services for non-Jordanians. Legal and ethical issues including the long 
delay of medical liability law, the big amounts of money the Jordanian private 
hospitals are owed by the international patients and governments and the new 
visa policy restricting nationalities of major demand nations (IMTJ, 2016b), are 
85 
 
all issues facing medical tourism. With no existing governance structure and a 
set of guiding principles intended to influence decisions and actions that reflect 
agreed practice in medical tourism, stakeholders in the country will deal 
individually and differently with medical tourism. A policy framework should 
support creating much needed strategies with complete plans and procedures 
to realize the goals set in the light of the strategic vision for medical tourism. 
According to Hadi (2009, p24), 
devising an agenda for medical tourism governance to 
routinely monitor its growth, developing a regulatory 
framework for medical tourism acceptable to all stakeholders 
and translating the benefits of this approach for all is the next 
logical step in the evolution of medical tourism. 
Creating a good governance structure by the key stakeholders in this sector 
such as representative of the governments, medical care providers, employer 
groups, pharmaceutical companies, health insurers, international medical 
brokers, and the patients, is fundamental to medical tourism (Hadi, 2009). 
2.9. Lack of Medical Tourism Research 
The process of reviewing the literature for this thesis, which is detailed in 
section 4.1 of Chapter 4, showed little research on medical tourism in Jordan. 
For the purpose of reviewing medical tourism literature and studies about 
Jordan particularly, searches were conducted using the following databases: 
Google Scholar, ScienceDirect, PubMed, Scopus, and EBSCO databases. 
Search terms included ‗medical tourism‘, ‗healthcare tourism‘, ‗international 
healthcare‘, ‗cross-border healthcare‘, and ‗health tourism‘. By using the word 
‗Jordan‘ in the keyword combinations, the researcher ensured that the change 
issues were restricted to the case study. 
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2.10. Summary 
The significance of this research, including the choice of Jordan as a case study 
has been presented in section 4.1, Chapter 1 of this thesis. A search of 
literature on the research problem concerning the case study was performed by 
the researcher. This search is detailed in section Chapter 4; the methodology 
chapter of this thesis. The literature has shown that there is no existing 
empirical research of medical tourism in Jordan particularly in terms of the 
research questions of this study. However, related literature that is obviously 
relevant to the problem, has been searched and reviewed.  
This chapter has presented an exhaustive literature review of mainly primary 
resources on the case study for this research. Jordan‘s economy is highly 
dependent on tourism for income and employment. With poor resources, the 
country is very reliant on public debt and foreign aid. Jordan‘s volatile 
geopolitics, particularly the continuing surrounding conflicts, has always had 
cost implications. This chapter has shown how these contexts have conditioned 
Jordan economic development including its tourism and healthcare sectors.  
The dramatic changes in Jordan‘s development figures reflect the changing 
situation in the region. However, the country‘s tourism sector has managed to 
recover despite exceptionally difficult times. Market segments in Jordan which 
cater to different international, regional and domestic tourists were reviewed 
along with the activities they can enjoy in the country. This showed that the 
medical tourism is neglected.  
The industry enjoys a strong regional market boosted by Jordan‘s moderate 
climate during summer time, compared to a lower spending weak domestic 
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market. Unlike the regional Arab tourists, non-Arab tourists visit the country 
during the spring and autumn months (Al-louzi, 2013) and tend to stay in hotels 
(ABC Investments, 2009). Although there has been an increase in the number 
of hotels, the literature showed that the hospitality sector has multiple issues 
including lack of qualified skilled labour, low hotel occupancy rates, and uneven 
geographical distribution of hotels and hotel beds in Jordan. University and 
community college programs and short training courses have been established 
in the country to cater for tourism including hospitality.  
In terms of access, the country has three international airports with relatively 
excellent air connections and relatively good road connections with surrounding 
countries. While tourists travelling in Jordan depend mostly on tourist buses to 
get to popular sites, public transportation has problems in terms of information, 
punctuality and accessibility. Tourists are forced to depend on rented cars and 
taxis especially in the peak summer season and these tourists are also faced 
with infrastructure problems. 
The literature has emphasized the role of planning for tourism in Jordan. Many 
plans were designed to develop tourism in Jordan with advice from international 
partners who assisted the country with its limited financial resources problem. 
Jordan commenced recently in engaging itself more in tourism development. 
Due to past events, the previous tourism strategy failed in its goal of doubling 
Jordan's tourism receipts by 2010, therefore, efforts have continued in the 
following tourism strategy in terms of marketing and promotion, product 
development, labour market development and enabling the tourism environment 
through an institutional and regulatory framework. 
88 
 
Regarding the health sector, Jordan has been successful in healthcare due to 
the public and private investments it has placed in the development of the 
sector in terms of facilities, equipment, education and training. Despite 
increasing pressures on the healthcare services caused by the refugee influx, 
healthcare providers have been delivering quality services. The standard of 
health services and medical facilities in Jordan is reflected by improving health 
indicators. With an impressive history of medical achievements, this led to 
Jordan‘s reputation of excellence in medical and surgical specialties. Jordan‘s 
adopting liberal economic policies and the free market economy opened the 
door for huge private investment in healthcare. Jordan placed itself as a strong 
medical destination for the regional market since it accomplished multiple 
medical breakthroughs in treatment and surgery.  
The private sector in Jordan is a main supplier for international patients. New 
hospitals and expansion of services in some existing hospitals kept occupancy 
rates in Jordanian private hospitals low enough to accommodate new patients. 
With highly skilled healthcare professionals being in big demand, the brain drain 
of health professionals and shortage of qualified nurses are main challenges, 
forcing health providers to hire foreign nursing staff.  
The literature has indicated that Arab patients are attracted to Jordan due to 
competitive prices (Dajani, 2002; Connell, 2006; Jordan National 
Competitiveness Team, 2007; PHA ,2015), quality healthcare services (Dajani, 
2002; Connell, 2006; Bookman & Bookman, 2007; Jordan National 
Competitiveness Team, 2007; WHO, 2007; Cortez, 2008; Smith et al., 2009; 
Behrmann & Smith, 2010; PHA, 2015), proximity (Dajani, 2002; Jordan National 
Competitiveness Team, 2007; Voigt et al., 2010; PHA, 2015), language (Dajani, 
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2002; Bookman & Bookman, 2007, Jordan National Competitiveness Team, 
2007), and culture (Jordan National Competitiveness Team, 2007; Reisman, 
2010) including religion (Connell, 2006; Voigt et al., 2010). Other main reasons 
that attract Arab patients to Jordan include the availability of advanced medical 
treatments (Kangas, 2007; PHA, 2015), modern medical facilities, highly 
qualified professional doctors (Hinnawi, 2005; Kangas, 2007; Jordan National 
Competitiveness Team, 2007; PHA, 2015), existing medical protocols among 
governments (Jordan National Competitiveness Team, 2007; PHA, 2015) and 
availability of information (Jordan National Competitiveness Team, 2007). 
Although the private health sector has been actively promoting Jordan as a 
medical tourism destination with proactive government support in terms of 
international medical cooperation protocols, the literature shows that 
disseminating health information and treatment options in Jordan had been 
minimal with no virtual online presence until very recently. 
Since the start of the recent regional unrest, Jordan‘s medical tourism industry 
has been suffering with falling numbers of international patients and decreasing 
revenues from the industry. This has also been made worse by recent adverse 
visa restriction policies on certain demand markets based on security fears. 
Furthermore, Jordanian private hospitals are owed hundred of millions by 
overseas patients, insurers, and governments including the Jordanian 
government.  
The literature has shown that the medical liability law was finally being passed 
(Jordan Times, 2016b) after 16 years from its initial suggestion. An ethical 
specialized law in Jordan also brings possibilities to private healthcare providers 
of attracting new international patients, insurers, and markets.  
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Finally, the literature has revealed that medical tourism is currently a much 
needed billion dollar business in Jordan. However, the tourism sector has not 
capitalized on the industry. This condition is unlikely to change when data of 
importance to the tourism sector is unavailable, the absence of good 
governance and subsequently, a medical tourism policy and a medical tourism 
strategy in Jordan.  
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3. Health Travel and Behaviour of Medical Tourists 
 
3.1. Introduction 
Medical tourism is a multidisciplinary study matter. It draws from the fields of 
tourism, hospitality, medicine, law, ethics, sociology, and psychology, among 
others (Altin et al., 2011) and recently, it has led to the development of an 
increasing interest between researchers of these fields. 
The aim of this literature review is to integrate different concepts within tourism, 
namely international healthcare, behaviour, satisfaction and quality, and to 
highlight the gaps in the literature around medical tourism. In spite of the recent 
surge in interest in medical tourism, the subject of medical tourism has been a 
relatively neglected field conceptually and empirically. For example, throughout 
the current literature, the term ‗medical tourism‘ appears to be used alternatively 
with many other terms such as ‗health tourism‘, ‗healthcare tourism‘, 
‗reproductive tourism‘ and others.  
This chapter is divided into 8 main sections. This current section is followed with 
a review of the literature concerning travel for health including health tourism 
and medical tourism and their different types and definitions. The diverse range 
of definitions, scoping and typologies in the literature is analysed. The 
differences between typologies and definitions are compared and contrasted, 
and arguments are explored. In addition, the second section reviews the related 
research on medical tourism types and different stakeholders. 
The third section reviews the behaviour of medical tourists. However, this 
section will only concentrate on their on-site behaviour; separate sections are 
92 
 
dedicated to information and motivation, according to the objectives of this 
thesis. The fourth section will demonstrate the sources of information that 
establish the medical tourists‘ knowledge regarding medical tourism and will 
discuss these. Then the review will consider the factors found in the literature 
that are thought to push consumers of healthcare away from their domestic 
services and pull them to international destinations. In addition, an integration of 
consumer satisfaction and the concept of quality is introduced and discussed as 
an alternative approach to gaining an understanding of medical tourists‘ 
perceptions towards their experience of the healthcare services, the core 
product of this industry. 
3.2. Travel for Health Purposes 
Travel for health purposes has become the primary motivator for specific forms 
of special interest tourism (Hall, 1992 cited in Laws, 1996), and a common 
advertising theme and means of market positioning for tourism (Goodrich & 
Goodrich, 1987; Laws, 1996; Bennett et al., 2004).  
As has been mentioned in an earlier chapter, the United Nations World Tourism 
Organization includes health in its classification of international travellers 
(UNWTO, 2003). However, health travel is still classified in countries under the 
healthcare sector (Hofer et al., 2012). Generally speaking there is not enough 
data on health tourism. This stems in part from the lack of an internationally 
agreed definition (Laws, 1996; Connell, 2013). The Tourism Research and 
Marketing report (TRAM, 2006) described its efforts to research definitions of 
the subject as attempting to find a way through a maze. This has proved to be a 
difficult task in this research as well.  Furthermore, as will be shown, most 
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typologies found in the literature are fragmented, which may be due to the fact 
that health tourism has been evolving quite rapidly.  
Medical tourism in its current form is a relatively new phenomenon. The current 
model is fundamentally different from the traditional model, whereby patients 
travel to more developed countries for quality healthcare services (Horowitz et 
al., 2007). According to Connell (2013), definitions of medical tourism often 
combine medical tourism, health tourism and medical travel, and are convoluted 
by the variable significance of motivation, procedures and tourism. Therefore, 
these concepts have not yet been properly raised, researched or studied by 
scholars. 
In order to understand medical tourism as a concept and a field of study, it is 
important to establish a definition of ‗health tourism‘ and ‗medical tourism‘. In 
order to narrow the multiple meanings of ‗medical tourism‘ utilised in this 
research, this section will examine definitions in the literature. The term is used 
with many variations throughout the literature. For instance, ‗health tourism‘ is 
sometimes used in the literature instead of ‗medical tourism‘ to refer to travelling 
abroad for the purpose of acquiring healthcare services in medical 
organizations. In other instances, ‗health tourism‘ is used to refer to travelling for 
health purposes in general. While medical tourism is a relatively neglected field 
empirically, the discrepancies in its use among disciplines make the term 
complex to define. Therefore, in the following subsections the researcher aims 
to establish a detailed understanding of the different types, terminologies and 
definitions of health tourism and medical tourism based on a literature review. 
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3.2.1. Typologies 
The different health purposes behind travel need to be examined to identify the 
different forms of health tourism. For example, some people wish to improve or 
sustain mental and physical fitness, some are interested in alternative medicine 
to cure certain disorders, while others are interested in conventional medicine to 
diagnose, treat ailments or medically enhance their physical appearance.  
Jallad (2000) divides health tourists into three groups. The first group consists 
of health tourists who travel for the purpose of disease treatment or surgery. 
The second group travels for the purpose of treatment of mental or physical 
disease through use of natural resources or to spend a certain period of 
recuperative time under full organized medical supervision. Those in the third 
group are not ill but travel for the purposes of relaxation, enjoyment, and 
revitalisation to various health resorts but without medical supervision. Based 
on his own typology of health tourists, Jallad (2000) recognizes three types of 
health tourism: ‗Medical Tourism‘, ‗Therapeutic Tourism‘ and ‗Preventive 
Tourism‘.  
However, Jallad‘s typology assumes that all the ‗medical tourists‘ are ill. It does 
not categorize tourists who travel for the purpose of enhancing their appearance 
(e.g. cosmetic surgery) and dental and fertility treatments are also neglected in 
his definition of ‗Medical Tourism‘. Healthiness may help to clarify the 
terminology in medical tourism as a cultural paradigm change from cure to 
prevention (Hofer et al., 2012). Not only that, Hofer et al. (2012) believe that 
there is a new market emerging in medical tourism for the healthy. Furthermore, 
in his definition of ‗Therapeutic Tourism‘, Jallad (2000, p.12) refers to ―full 
medical supervision‖ whereas this would be more appropriate within the 
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definition of ‗Medical Tourism‘. In fact, natural resources like hot springs, mud, 
sand, climate and seawater can be consumed without medical supervision 
unless the person is ill. Based on this last thought, mental diseases should not 
be categorised within ‗Therapeutic Tourism‘ but within ‗Medical Tourism‘, unless 
the mentally ill are recuperating for their own ‗wellbeing‘, then this would be 
categorized within ‗Preventive Tourism‘. In addition, travel for spiritual healing of 
the mind and soul has been neglected by Jallad (2000), and has not been 
considered within the ‗Preventive Tourism‘ category. Finally, Jallad‘s (2000) 
classification of ‗Preventive Tourism‘ tourists as ‗not ill‘ is not appropriate, since 
some ill tourists- based on the seriousness of their health condition - can still 
travel for relaxation purposes. Since better health is regarded as the primary 
motivator for specific forms of special interest tourism (Hall 1992, cited in Laws, 
1996), the author of this thesis believes it is the health purpose of travel that 
should count in categorizing all health tourists, rather their health condition. For 
example, medical tourism takes place when individuals opt to travel overseas 
with the primary intention of receiving surgery or medical treatments (Lunt et al., 
2010). 
According to Henderson (2004, p.176), ―Healthcare tourism also encompasses 
a diversity of visitors from those at traditional and purpose-built spas to clinic 
and hospital patients‖. Therefore we conclude that Henderson (2004) who used 
the term ‗Healthcare Tourism‘ to describe the overall health tourism experience, 
or what Jallad (2000) calls ‗Health Tourism‘. It is more appropriate to use the 
latter term, i.e., ‗Health Tourism‘, since the medical literature uses the term 
‗Healthcare Tourism‘ to describe ‗Medical Tourism‘. There has, in fact, been an 
interchangeable use of the terms ‗medical tourism‘ and ‗healthcare tourism‘ 
(Lee, 2007). Connell (2006) believes that it is ―more useful to distinguish 
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medical tourism as one involving specific medical interventions‖ (Connell, 2006, 
1094). Henderson (2004, p.176), uses the term ‗medical tourism‘ and 
distinguishes it as ―a specific type which covers health screening, hospitalisation 
and surgical operations in contrast to non-essential cosmetic surgery and the 
pampering and alternative therapies on sale at spas‖. However, we believe that 
it is not correct to exclude cosmetic surgery. Henderson (2004) justifies its 
exclusion on the grounds that enhancement surgery is not disease-related 
unless the disfigurement has been caused by disease.  In contrast to this, the 
author of this thesis believes that any cosmetic medical treatment should be 
included within the scope of medical tourism since it is provided by healthcare 
services in hospitals or clinics.  The TRAM (2006) report categorizes patients 
seeking fertility-related treatment as ‗Reproductive tourists‘, and separates them 
from medical tourism. The author believes that this categorization is also 
incorrect. Medical tourists are often motivated by a desire to alleviate suffering 
and they pursue medical care that involves technological procedures (Kangas, 
2010). Hence, patients seeking fertility-related treatment overseas should be 
considered medical tourists. Moreover, the TRAM (2006) report wrongly 
includes ‗Birth tourism‘2 in their category of ‗Reproductive tourism‘. The author 
believes that birth tourism should not be categorized within any of the broad or 
narrow health tourism categories, since the primary intention is not health. 
The pursuit of complementary and alternative care abroad falls under a different 
type of health tourism (Crooks et al., 2010). The health-related decisions have 
the significance of an investment in one‘s well-being (Laws, 1996). Thus, 
holiday offers which combine health advantages with standard vacation 
                                                          
2 Term used for travelling to a country that practises birth right citizenship, in order to give birth there.  
 
97 
 
features, such as attractive scenery, climate, and cultural environments, may 
represent a spending priority. The term ‗wellness‘ is widely used in European 
health tourism (Mueller & Kaufmann, 2001), and ‗Wellness Tourism‘ is 
traditionally more associated with the tourism and leisure industry (Lee & 
Spisto, 2007). According to Jallad (2000), health tourism includes not only 
patients with certain diseases but also other categories wishing to restore their 
vitality and physical and mental fitness. Therefore, we conclude that ‗Wellness 
Tourism‘ is what Jallad (2000) called ‗Preventive Tourism‘. Like Jallad (2000), 
Mueller and Kaufmann (2001) assume that only healthy people pursue wellness 
tourism, with their prime aim being one of prevention. Some people wish to 
improve their fitness during a vacation through diet or activities, such as 
swimming, and in such cases the types of health facility available are a factor in 
choosing among competing destinations (Laws, 1996). Vellas and Becherel 
(1995, p.35) use the term ‗fitness and health tourism‘ in referring to this type of 
tourism product, which they distinguish as a market offering that is 
 responding to a growing demand from the urban population 
who want to use their holidays for fitness and health 
purposes to recuperate from city life. These tourism products 
are different to traditional thermalism products because they 
do not have real therapeutic goals. 
  
Here Vellas and Becherel (1995) differentiate between two kinds of tourism 
products. The first is fitness and health which, we may conclude, is a product of 
‗Wellness Tourism‘ or ‗Preventive Tourism‘. They explain that the reason behind 
the appearance of fitness and health tourism products is that these are usually 
developed in established tourism resorts, particularly in seaside resorts, which 
want to diversify their supply and lengthen their tourism season (Vellas & 
Becherel, 1995). The second kind which Vellas and Becherel (1995) try to 
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differentiate is thermalism3, which we conclude is a product of ‗Therapeutic 
Tourism‘ or ‗Curative Tourism‘. According to Mueller and Kaufmann (2001), 
‗normal cure guests‘ aim to heal their illnesses. We argue that there is a fine line 
between ‗Wellness tourism‘ and ‗Curative tourism‘, which shows when the term 
spa tourism comes to mind. A spa is a place where curative services are 
rendered to visitors through the use of water therapy (thermo-mineral, salty or 
fresh waters), mud wraps, herbal baths, beauty treatments, nutritious food, etc. 
(Harahsheh, 2002). As can be seen, there are curative as well as wellness 
products among these services. According to Mueller and Kaufmann (2001), 
although the same spas can host cure guests and wellness guests at the same 
time, the two segments have to be considered separately when deciding on the 
marketing strategy. Accordingly, this should apply to all sub-types of health 
tourism.  For example, when deciding on the marketing strategy for Medical 
Tourism, cosmetic surgery and life-saving surgery should be considered 
separately. 
Smith and Puczko (2009) suggest that there are two main types of health 
tourism: medical tourism and wellness tourism with some distinctive and mixed 
sub-types between the two categories. Figure 3.1 below, illustrating the Types 
of Health Tourism, is a demonstration by Smith and Puczko (2009) of the wide 
range of health and wellness products and facilities that have emerged in recent 
years.  
 
 
 
                                                          
3
 Or thermotherapy, the therapeutic use of hot-water springs 
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Figure 3.1: Spectrum of health tourism 
(Source: Smith and Puczko 2009, p.7) 
The following section will present a critical review of the different definitions in 
the literature and it also presents the author‘s own broad typology of medical 
tourism. 
3.2.2. Definitions 
The precursor of the World Tourist Organization, the International Union of 
Tourist Organizations, identified ‗health tourism‘ as the ―provision of health 
facilities utilizing the natural resources of a country, in particular water and 
climate‖ (1973 cited in Laws, 1996, p.199). This approach, which concentrated 
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on the supply side and was limited to narrow types of health tourism, could have 
affected later definitions. Goodrich and Goodrich (1987) viewed 'healthcare 
tourism' as a marketing effort on the part of hotels and tourism destinations. 
Therefore, they defined it as: 
the attempt on the part of a tourist facility (e.g. hotel) or 
destination (e.g. Baden, Switzerland) to attract tourists by 
deliberately promoting its healthcare services and facilities, in 
addition to its regular tourist amenities… these healthcare 
services may include medical examinations by qualified 
doctors and nurses at the resort or hotel, special diets, 
acupuncture, transvital injections, vitamin-complex intakes, 
special medical treatments for various diseases such as 
arthritis, and herbal remedies (Goodrich & Goodrich, 1987, 
p.217).  
Meanwhile, Kasper‘s (1996, cited in Mueller & Kaufmann, 2001, p.6) definition 
concentrates on mobility and purpose: 
Health tourism is the sum of all the relationships and 
phenomena resulting from a change of location and residence 
by people in order to promote, stabilize and, as appropriate, 
restore physical, mental and social well-being while using 
health services and for whom the place where they are staying 
is neither their principal nor permanent place of residence or 
work. 
On the other hand, Medlik‘s (2003, p.83) definition of health tourism focuses on 
purpose and facilities: 
[the] main purpose is health treatment, ranging from therapeutic 
treatments for various diseases to fitness and relaxation 
programmes. Some of these services are offered by many 
hotels and cruise lines and by such establishments as health 
farms. 
Laws (1996) also concentrated on purpose. However, the purpose according to 
him is not primarily health but a combination of leisure and health. He defined 
Health Tourism as ―the term which has been applied to the industry catering for 
combined health and tourism motivations‖ (Laws, 1996, p.199). Laws (1996) 
adopted a broad view of health tourism, describing it as leisure taken away from 
home, where one of the objectives is to improve one's state of health.  
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Connell‘s (2006) definition, however, is more useful to differentiate medical 
tourism as one involving specific medical interventions. It also concentrates on 
mobility and the combination of purpose: 
an industry where people travel often long distances to 
overseas countries to obtain medical, dental and surgical 
care while simultaneously being holidaymakers, in a more 
conventional sense (Connell, 2006, p.1094). 
Similar to Laws (1996) and Connell (2006), Lagiewski and Myers (2008) viewed 
medical tourism, which they distinguished from health tourism, as a combination 
of leisure and health. They defined it as ―the combination of travel to a vacation 
destination for a potential leisure experience and a specific medical 
intervention‖ (Lagiewski and Myers, 2008, p.1). 
Unlike Connell (2006), Carrera (2006) saw medical interventions as the main 
purpose of the visit. He defined medical tourism as ―organized travel outside of 
someone‘s healthcare jurisdiction to enhance or restore health through medical 
intervention‖ (Carrera, 2006, p.1453). 
Magablih (2002, p.1030) offered a more comprehensive definition of medical 
tourism and was the first to refer to a certain time-frame and to the patients‘ 
companions: 
The travel of a patient, for the purpose of getting services to 
treat or stabilize his health condition on the condition that his 
stay is not less than 24 hours and not more 6 months for the 
residence in his own country or one year for the overseas 
patients in one time. This is the direct and narrow concept of 
health tourism. The holistic concept includes those healthy 
people who accompany the patient in order to help him and 
present the services he needs during his travel and his stay 
out of his home. It also includes the touristic activities that the 
patient and his companions do during their travel out of their 
country for the purpose of treatment, as a main purpose for 
their journey. 
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Like Magablih (2002), Connell (2006) referred to the patients‘ companions, 
pointing out that tourism may involve them more than it involves the patients 
themselves. According to Crooks et al. (2010), people who become ill or are 
injured while travelling abroad and require hospital care are not thought to be 
medical tourists, nor are expatriates accessing healthcare in the countries in 
which they live.  Here, it is also worth mentioning that the term ‗health tourists‘ 
has sometimes been used to refer to individuals who travel to certain countries 
with healthcare systems from which they can acquire free medical services 
fraudulently. According to Borman (2004), these health tourists use loopholes 
that are open to abuse. More recently, Gan and Frederick (2011, p.165) have 
defined medical tourism as ―residents seeking medical, dental, and cosmetic 
surgeries (both elective and non-elective) from healthcare providers outside 
their home countries.‖  
By analysing the diverse range of definitions, scoping and typologies in the 
literature it can be concluded that ‗Health Tourism‘ describes the experience of 
all those who travel for health purposes, whether the health purpose is wellness 
‗prevention‘, cure ‗alternative therapy‘, or medical ‗conventional treatment‘. The 
first type, ‗Wellness Tourism‘, describes the experience of those who travel to 
destinations, spas or resorts to acquire health advantages in physical or 
spiritual terms. The second type, ‗Curative Tourism‘, describes the experience 
of those who travel to destinations or spas to access alternative therapies like 
climatotherapy4 and hot springs thermotherapy (thermalism) or those who travel 
to access thalassotherapy.5  The third type, ‗Medical Tourism‘, describes the 
experience of those who travel for the purpose of medical screening, medical 
                                                          
4
 The treatment of disease by living in a particular climate 
5 The medical use of seawater as a form of therapy 
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treatment, hospitalisation or surgical operations. This last type includes dental 
treatment, fertility treatment and life-saving and elective surgery. Figure 3.2 
represents these main types of Health Tourism and their intersections. As the 
figure shows, these types intersect, which suggests the possibly for the health 
tourist to experience one or more of these types during the same visit to the 
health destination.  
Despite the fact that medical tourism is rooted within the broader notion of 
patient mobility (Lunt et al., 2010), the existing definitions of medical tourism fail 
to capture this dimension along with other dimensions including global 
medicine, the patients, diverse places, governmental policies, and the 
technology involved (Kangas, 2010). 
 
Figure 3.2: Main types of health tourism 
(Source: Author) 
3.2.3. Medical Tourism: Types and Stakeholders 
In the previous two subsections, medical tourism definitions were discussed as 
part of health tourism. However, there is not much agreement over what types 
of treatment should be included in medical tourism (TRAM, 2006) as this 
chapter has shown so far. According to Connell (2006), medical tourism 
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includes dental and surgical care, while according to Altin et al. (2011); medical 
tourism branches include cosmetic surgery, non-cosmetic surgery and dental 
treatment. Connell (2006) and Altin et al. (2011) typologies do not clarify 
regarding other types like elective and non-elective non-surgical treatment. 
However, Gan and Frederick (2011) include elective and non-elective medical, 
dental, and cosmetic surgeries. Nevertheless, none of the three typologies 
include non-surgical medical treatment. 
Regarding the stakeholders in medical tourism, there is also a lack of direct 
research defining the different partners. According to Harahsheh (2002), 
medical tourism involves hospitals or medical centres, insurance companies 
and tour operators. On the other hand, Tarcan et al. (2015) limit the wide range 
of stakeholders in medical tourism to medical tourists, employees and 
healthcare insurance systems, legislative bodies and travel agencies.  
In an attempt by Gan and Frederick (2011) to model transactional modes of 
medical tourism among American consumers, the model shows the consumers 
and the foreign healthcare providers as key players, in addition to others who 
influence the mode of transaction, namely, medical tourism facilitators, domestic 
insurance companies, domestic employers and domestic healthcare providers. 
Although this four-mode model (see Figure 3.3) provides a more 
comprehensive list of stakeholders, it neglects other key players in medical 
tourism as does that of Harahsheh (2002) and Tarcan et al. (2015) in their 
research. 
Medical tourists, who according to Altin et al. (2011) are the most salient 
stakeholders, are ignored by Harahsheh (2002). In addition, the healthcare 
organizations are not considered as stakeholders by Tarcan et al. (2015). Also 
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governments of the foreign destinations are neglected by Harahsheh (2002) 
and Gan and Frederick (2011) with local patients not included as stakeholders 
by Harahsheh (2002), Tarcan et al. (2015) and Gan and Frederick (2011). 
Moreover, none of these researchers pinpoint the tourism industry partners in 
the medical tourism destination as stakeholders in medical tourism. The whole 
infrastructure of the tourism industry benefits from this niche (Connell, 2006), 
yet the tourism industry partners have mostly been ignored as stakeholders in 
the medical tourism industry by researchers and by professionals.  
 
Figure 3.3:  Four transactional modes of medical tourism 
(Source: Gan and Frederick 2011) 
Over the course of the next section, a review of medical tourists‘ characteristics 
and activities will be offered and discussed. 
3.3. Behaviour 
Tourists are not homogeneous (Roes et al., 1997; Matzler et al., 2005; Pearce, 
2005; Dolnicar, 2008). They differ in many aspects such as age, motivation, 
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wealth, preferred activities (Pearce, 2005), and in everyday habits (Edensor, 
2001). Tourist behaviour is important to tourists in terms of satisfaction, to public 
sector managers in terms of policy-making and management decisions 
regarding on-site behaviour, and to business managers in terms of marketing, 
sales, management and profitability (Pearce, 2005).  
Activities are the most common variables used to profile tourists (Tkaczynski et 
al., 2009). According to Sung et al. (2000), using tourist activities is an important 
segmentation basis for the tourism market. Indeed, activity-based segmentation 
has been used in studies by Jeffrey and Xie (1995), Sung et al. (2000), Dolnicar 
and Leisch (2003), Dolnicar (2004), and, Tkaczynski et al. (2009). However, 
some segmentation methods of consumer behaviour in tourism have failed to 
recognize that tourist behaviour changes over time in response to changes in 
tourists‘ circumstances, such as when their health deteriorates (Swarbrooke & 
Horner, 1999). As Moutinho states, when considering consumer behaviour in 
greater depth, ―one must also analyse what motivations influence the 
individual's travel decisions; how attitudes are formed; and how various groups 
affect travel behaviour‖ (Moutinho, 1987, p.6). 
Tourist behaviour research has concentrated on the motivations of tourists, 
typologies of tourists, destination choice and the decision-making process 
(Hudson, 1999). According to Weerakit and Yuanlaie (2006), motivation is one 
of many factors that can contribute to explaining tourist behaviour. Therefore, it 
has become a starting point for studying tourist behaviour (Moscardo & Pearce, 
2004). While motivation is a major determinant of tourist behaviour, need is 
central to motivation (Hudson, 1999). 
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Diversity is in the nature of consumer behaviour and tourists. Like any 
consumers, tourists are not homogenous (Pearce, 2005). In tourism, consumer 
behaviour is underpinned by general assumptions regarding decision making 
(Cohen et al., 2014) and so is consumer behaviour in healthcare tourism. In the 
attempt to understand the phenomenon of medical tourism, it is necessary to 
study the consumption of international healthcare in terms of acquisition and 
experiences. 
Consumer behaviour is ―concerned with all activities directly involved in 
obtaining, consuming and disposing of products and services, including the 
decision processes that precede and follow these actions‖ (Engel et al., 1995, 
p.4). Marketers can obtain many indications on how to fulfil buyer needs by 
comprehending the decision-making process, the behaviour of the buyers, and 
key influences (Hudson, 1999). 
The applicability of theories and models borrowed from mainstream consumer 
behaviour literature to travel behaviour is arguable due to the travel decision-
making complexity (Cohen et al., 2014) and decision making in medical tourism 
is even more complex. This complexity of decision making in healthcare travel 
arises from the fact that it is a compound decision that comprises the healthcare 
utilization decision and the travel utilization decision. The utilization of different 
types of health care services is considered a high involvement situation, where 
extended problem solving behaviour is activated since purchase or 
consumption is seen by the patient as having higher personal importance or 
relevance (Barber & Venkatraman, 1986). 
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In this thesis, the researcher is interested in understanding the medical tourists‘ 
behaviour in terms of demographics and household structure, motivations, 
information and decision making, satisfaction and on-site behaviour.  
The following three sections in this chapter will cover the literature in terms of 
decision making including motivations and information and satisfaction. The 
following sub-sections will concentrate on demographics and household 
structure, and on-site behaviour. 
3.3.1. Empirical Research on Medical Tourists and their On-Site 
Behaviour 
There is lack of an internationally agreed definition of medical tourism, and 
hence defining who medical tourists are (Connell, 2013). In terms of 
characteristics and behaviour of medical tourists, there is almost no literature 
apart from a few studies.  
In a Master‘s study of 121 medical tourists in Malaysian private hospitals, Doshi 
(2002) found that females comprised 57.9% and males, 42.1% respectively. 
Analysis of the age groups of health tourists revealed that the age band of 31 to 
40 years accounted for 24.8% of the total, followed by the 41 to 50 years age 
band, which accounted for 22.3%. In determining the countries of origin of these 
health tourists, it was found that almost half were from nearby Indonesia.  Doshi 
(2002) also found that a large percentage of medical tourists originated from the 
same Asian region followed by the European region. Most patients travelled to 
Malaysia with companions from family or relatives, and the number of 
individuals accompanying patients varied from none to 13. The highest 
educational backgrounds of the health tourists were secondary school (28.9%), 
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followed by graduates (27.3%). The main categories of healthcare services 
sought by the health tourists in Malaysia were medical treatments (23.1%), 
cosmetic procedures (20.7%), surgical procedures (19.0%), and medical check-
ups (14.9%). It was also established that the average duration of the treatment 
for all medical and surgical procedures was 1 to 5 days (66.1%) and that all 
health tourists stayed at least one day longer than their treatment length. 
Finally, Doshi (2002) found that medical tourists spent an average of US$3,670 
on medical treatment and hospital charges, with some paying up to US$31,500. 
 In a doctoral thesis analysing 323 questionnaires completed online by 
prospective medical tourists to Thailand, Jotikasthira (2010) found slightly more 
female than male respondents in the study with 37.4% of respondents aged 
between 31-40 years, followed by age groups 41-50 years (25.8%), and 18–30 
years (20%). According to Jotikasthira (2010), the online nature of the study 
caused the relative under-representation of older respondents.  Single 
respondents represented the largest group (43.2%), followed closely by married 
respondents (41%).  In terms of country of origin, Australia provided 17% of 
respondents, followed by the United Arab Emirates (16.8%), the US (10.3%), 
the UK (10.0%), Hong Kong (9%), and Singapore (5.8%). Most respondents 
(approximately 60%) were upper-middle income, with 41.6% of respondents 
earning an annual income of between US$30,001–US$60,000 followed by 
those of a lower-middle income (20%) earning US$10,001–US$30,000 a year. 
Another 17.1% of respondents had an annual income of US$60,001–
US$100,000. In terms of educational attainment, 40.3% of respondents had an 
undergraduate degree and 32.3% had a postgraduate qualification. 
Employment wise, 40% of respondents were corporate firms‘ employees, 
whereas 21% owned businesses.  Finally, Jotikasthira (2010) found that 
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respondents were mainly interested in the treatment of ailments (28.1%), 
followed by those interested in cosmetic surgery (25.5%), and medical check-
ups (24.9%). 
3.3.2. Medical Tourists‘ Activities 
Tourism can be perceived as a set of activities (Edensor 2001), and tourist 
activities at the destination are part of the tourist‘s behaviour. However, there 
are no agreed upon definitions of tourist activities in the tourism literature 
(Tsiotsou & Vasioti, 2006), which could be due to the lack of studies and 
research on this subject. Other than overnight stays, there is a lack of 
appropriate techniques to collect and evaluate data of spatial behaviour in 
tourism (Modsching et al., 2006). Sung (2004) believes that tourist activities 
stand for participating in different trip types associated with specific activities. 
According to Tsiotsou and Vasioti (2006), the term ‗activities‘ quite often refers 
to physical or sports activities, and sometimes to cultural or other activities such 
as shopping. 
Generally speaking, tourists like to undertake different activities during their visit 
(Dolnicar, 2008) and when groups of travellers are involved, several opinions 
may contribute to the final decision about these activities (Pearce, 2005). 
However, activities undertaken by tourists are determined by differences in their 
behaviour, including their health circumstances (Swarbrooke & Horner, 1999).  
There is a lack of literature that looks at the behaviour of tourists in terms of 
activities and places visited (Modsching et al., 2006). The same is true of 
literature that looks specifically at the activities of international patients outside 
healthcare centres, apart from receiving medical treatment, and their 
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companions, apart from taking care of the patient. In one of the few studies that 
have looked at medical tourists‘ activities, Doshi (2002) found in his study of 
Malaysian private hospitals that the main activities enjoyed by medical tourists 
and/or their companions were touring (24.8%), shopping (16.5%), 
relaxing/recuperating (5%), and other activities, including visiting friends and 
family (53%). 
Like average tourists (Pearce, 2005), medical tourists are also heterogeneous 
in terms of preferred activities. An analysis is needed of the behaviour of 
medical tourists (Connell, 2013), including their activities at the destination and, 
prior to that, their decision making with regards to acquiring healthcare 
overseas. However, there is indeed an opportunity that arises from medical 
tourists. For a substantial proportion of international patients, there may be a 
prolonged period of recuperation that can have implications for the tourism 
industry (Magablih, 2002; Connell, 2006). While tourists have the ability to refine 
and reshape their behaviour during their tourist experience (Pearce, 2005), the 
tourism industry can also play a role in affecting the different determinants of 
tourist behaviour by developing specific products, such as offering packages 
designed for tourists who have health problems (Swarbrooke & Horner, 1999). 
The following two sections will cover factors that shape medical tourists‘ 
decisions to bypass their local healthcare in preference for a foreign healthcare 
organization. 
3.4. Sources of Information   
Information is essential in decision making, and even more so when the 
decision is complex and involves medical treatment abroad. However, there is 
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not much known about the sources of information that potential medical tourists 
consult in their decision to acquire healthcare overseas. This section will look at 
those different sources of information, in terms of types and importance. 
According to Crooks et al. (2010), medical tourism relies on marketing in 
helping patients with the decision-making process. Such marketing efforts 
include informing prospective patients about healthcare destinations, healthcare 
facilities, treatment options, tourism opportunities, and travel arrangements 
(Crooks et al., 2010; Crooks et al., 2011). However, there is a lack of marketing 
material of medical destinations to potential medical tourists. Often in healthcare 
markets, the lack of information means that consumers are unable to make 
informed decisions (Ensor & Cooper, 2004). Generally speaking, available 
information for consumers regarding quality and price of healthcare is limited in 
many countries (Cheng et al., 2003; Clancy & Cronin, 2005; Cheng et al., 2006, 
Tarcan et al., 2015). This knowledge gap also applies to prospective consumers 
of healthcare overseas (Crooks et al., 2011); a factor which might cause them 
to take uninformed decisions or drive them to rely on hunches (Tarcan et al., 
2015). However, one‘s health-related decisions tend to have higher priority than 
other decisions (Laws, 1996). Furthermore, healthcare services are the kind of 
services that are highly priced and infrequently consumed (Seninger, 2000). 
Therefore, decisions concerned with the purchase of healthcare services are 
not usually satisfactory with no or little information. Potential consumers of 
healthcare actively search for information before taking a decision to purchase 
such services (Seninger, 2000). The issue becomes quite problematic when a 
patient is supposed to consume such services abroad. Potential (Turner, 
2007a) and repeat consumers of healthcare services abroad should have 
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sufficient information to make thoughtful choices. Unfortunately, as mentioned 
earlier, this is not always possible (Tarcan, et al., 2015).   
Information about international healthcare travel is acquired through various 
channels. The following are the sources of information for consumers of medical 
services that have been identified in the researcher‘s review of the literature and 
secondary data. 
3.4.1. Word-of-mouth Recommendations 
Although organizations dedicate great portions of their budgets for marketing 
their product and services, free positive word-of-mouth recommendations from 
trusted sources are often what really make up consumers‘ minds (Bughin et al., 
2010). There is a good reason why word-of-mouth recommendations have such 
power. According to Bughin et al. (2010, p.113), 
The sheer volume of information available today has 
dramatically altered the balance of power between companies 
and consumers. As consumers have become overloaded, they 
have become increasingly skeptical about traditional company-
driven advertising and marketing and increasingly prefer to 
make purchasing decisions largely independent of what 
companies tell them about products. 
Word-of-mouth recommendations can be either from friends, family or from the 
patients‘ own physician. These recommendations are important sources that 
affect reputation by disseminating information (Yoon et al., 1993). According to 
Ferguson et al. (2007), healthcare providers can create loyalty and use word-of-
mouth advocacy as an effective managerial strategy. 
Consumers want to know how others evaluate care (Edgman-Levitan & Cleary, 
1996). Thus, recommendations and data from family and friends represent an 
important source of information (Edgman-Levitan & Cleary, 1996, Seninger, 
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2000; Cheng et al., 2003). Sometimes, recommendations and data from family 
and friends are the only or the most important source of information to patients. 
For example, in a study performed by Cheng et al. (2003), consumer 
recommendations or hospital reputation were found to be the only source of 
information for patients when choosing a hospital in Taiwan. 
Professional knowledge about healthcare facilities in other countries affects the 
spatial availability of information on healthcare (Seninger, 2000; Hermans & 
Brouwer, 2003). This availability of information to patients can transform them 
into potential medical tourists. Advice from doctors is another source of 
information for patients seeking healthcare abroad (Seninger, 2000; Hermans & 
Brouwer, 2003). According to Seninger (2000), these physicians represent an 
information pool on which the customer can draw for determining the availability 
of treatment.  
Expat physicians who have first-hand professional knowledge in their home 
countries‘ health facilities could be even more important when it comes to 
recommending alternative healthcare services for certain procedures and 
diagnostic tests that are not available in the countries they work in. Jordan has 
a brain drain problem that includes healthcare human resources, a problem 
mentioned earlier in Chapter 2. Many Jordanian physicians work overseas, 
especially in the Arabian Gulf countries that are considered major demand 
markets for medical tourism in Jordan. These physicians could be disseminating 
information in the countries they work in about other treatment options available 
in Jordan.  
Having discussed the importance of physicians‘ professional advice, it is worth 
mentioning that the relative importance of such recommendations is debatable. 
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According to Edgman-Levitan and Cleary (1996), many prospective consumers 
of healthcare trust views of family and friends more than any other sources, 
including professional opinions. 
3.4.2. Media: articles, newspapers, magazines, radios, TV programs 
Medical tourism has caught the attention of the media (Horowitz et al., 2007) 
and hence, information about medical tourism destinations can be acquired 
through various media, including newspapers, magazines, radio, or television. 
Advertisements in the media mostly emphasise high technology and high 
quality medical services, in addition to high quality physicians trained abroad 
(Connell, 2006). In-flight magazines of the national carriers of medical tourism 
destinations carry advertisements for medical tourism in their countries (Teh & 
Chu, 2005), such as the Air Mauritius in-ﬂight magazine (Connell, 2006) and the 
in-ﬂight magazine of Royal Jordanian. In addition, as a new media tool, the 
Internet has contributed increasingly to the spatial availability of information for 
consumers (Seninger, 2000; Cline & Haynes, 2001; Connell, 2006; Crooks et 
al., 2010; Johnston et al., 2010). Web-based medical tourism facilitators, which 
are important to marketing destinations (Teh & Chu, 2005; Crooks et al., 2011; 
Snyder et al., 2011), are another source of information to potential medical 
tourists. These include websites like the UK‘s treatment abroad website 
(www.treatmentabroad.com) and the medical tourism website run by the US-
based Medical Tourism Association (http://medicaltourism.com/index.php). 
However, both of these websites offer minimal information about Jordan and its 
international patient services. As previously mentioned in Chapter 2, there was 
no information regarding healthcare options in Jordan on the web at the time of 
the study and web-based medical travel facilitators have virtually no presence in 
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Jordan‘s medical tourism industry. Although medical tourists can learn about a 
health tourist destination from the destination marketing website, like in the case 
of Malaysia (Doshi, 2002), that cannot be said of all medical destinations. Until 
today, the Jordan Tourism Board has no information available about treatment 
possibilities in Jordanian hospitals.  
3.4.3. Guide Books and Brochures 
Other sources of information for medical tourists include promotional books like 
Jeff Schult‘s Beauty from Afar: A Medical Tourist's Guide to Affordable and 
Quality Cosmetic Care Outside the U.S. (2006), and The Complete Medical 
Tourist: Your Guide to Inexpensive Cosmetic, Medical and Dental Surgery 
Abroad by David Hancock (2006). Ormond and Sothern (2012) analysed five 
medical tourism guide books (including the ones mentioned) and found that 
these books try to convince the reader to travel rather than attempt to introduce 
medical tourism destinations and international options.  
Some destinations offer brochures of medical possibilities like in India, for 
example, (Chinai & Goswami, 2007). However, according to research, 
brochures do not provide prospective consumers with comprehensive objective 
information vital to decision making (Illes et al., 2004). 
3.4.4. Hospitals‘ Representative Offices                    
Hospitals that attract foreign patients increase their exposure through 
representatives in other countries (Teh & Chu, 2005). As discussed earlier in 
Chapter 1, private hospitals in Jordan have made individual efforts to establish 
relationships with regional neighbours, and to promote their medical services in 
those countries they have opened representative offices that supply information 
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about Jordanian healthcare services (Hinnawi, 2005; Jordan National 
Competitiveness Team, 2007). These representative offices create links with 
local hospitals, doctors and insurers and supply information to these parties to 
promote their hospitals (Teh & Chu, 2005).  
3.4.5. Private Health and Public Health Insurers 
Health insurers assist their customers to opt for value for money in healthcare 
(Porter & Teisberg, 2004). Public and private insurance bodies generally 
provide information about healthcare services through their insurance plans. As 
has been mentioned in Chapter 2, medical cooperation protocols have been 
signed with governments including those of Iraq, Sudan, Yemen, Libya and 
Algeria (Hinnawi, 2005). 
3.4.6. Prior Experience of Medical Services 
Familiarity with healthcare services is also considered another source of 
information. Hermans and Brouwer‘s (2003) study of relative familiarity with 
foreign healthcare identified only two forms of familiarity. One form of familiarity 
comes from experiencing the healthcare service (Seninger, 2000; Hermans & 
Brouwer, 2003). Experience requires the purchase of the healthcare service 
(Seninger, 2000). Having first-hand knowledge offers probably the most reliable 
source of information. Experience provides consumers with information for their 
next purchasing decision (Bughin et al., 2010). Another form of familiarity is 
when healthcare is consumed across the border by someone who is originally 
from the country in which the healthcare is consumed (Hermans & Brouwer, 
2003). This means, in the case of Jordan, that familiarity includes Jordanian 
expats. Therefore, Jordanians who live overseas and come back to Jordan for 
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medical treatment, and international patients who have been to Jordan 
previously for medical treatment fall under these two categories. 
However, the researcher believes that previous non-medical trips to medical 
tourism destinations also qualify for familiarity. Previous non-medical trips will 
surely provide familiarity with the medical tourism destination itself. This may 
also include any information about medical treatment options and healthcare 
facilities and services that might be readily available at the destination or 
pursued by tourists during their non-medical trips. 
3.4.7. Previous Non-medical Trips 
Although actual experience of healthcare service is the most important form of 
familiarity, potential medical tourists can still become familiar with the 
destinations themselves during previous non-medical trips. Familiarity could go 
a step further if they become aware of medical treatment options during those 
visits. 
Knowledge about international healthcare options is acquired through different 
sources of information and such sources are essential ‗stimulating factors‘ for 
international healthcare travel. Therefore, the different sources informing 
medical tourists about healthcare services in Jordan need to be thoroughly 
explored. 
Regarding empirical research about sources of information, Doshi (2002) found 
in his study that health tourists learnt about Malaysia as a health tourist 
destination from friends and relatives (57%), the internet (16.5%), travel agents 
(12.4%), newspapers (3.3%) and Malaysia‘s destination marketing website 
(2.5%).  
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3.5. Motivating Factors for Medical Tourism 
According to Dann (1977), there are two types of factors that shape our 
decision to travel: the first type includes factors that encourage us to travel, 
while the second includes factors that encourage us where we travel.  Similarly, 
a patient‘s decision to travel for healthcare is shaped by factors that push them 
to travel to obtain medical treatment and factors that pull them into certain 
medical tourism destinations. However, these factors cannot be taken lightly by 
consumers of treatment abroad. According to Laws (1996, p.200), ―factors 
perceived as likely to influence one‘s health may have a higher order of priority 
than most consumption decisions‖. 
There are several factors mentioned in the literature on international healthcare 
travel, but empirical research dedicated to the motivation of patients in seeking 
healthcare overseas is generally lacking (Doshi, 2002; Paulus, 2002; Bookman 
& Bookman, 2007; Behrmann & Smith, 2010). Furthermore, most of the 
motivations mentioned in the literature are based on assumptions (Behrmann & 
Smith, 2010). 
In a review of the literature, Brouwer (1999 cited in Hermans & Brouwer, 2003) 
identifies twelve stimulating and limiting factors for cross-border healthcare in 
the European Union (EU) region, which included: waiting lists; the relatively high 
price of domestic healthcare; the relatively poor quality of domestic healthcare; 
the relatively good availability of certain types of healthcare abroad; the relative 
familiarity with foreign healthcare; certainty about insurance coverage and 
administrative burden; certainty about medical arrangements; the advice of 
referrers to travel abroad; differences in language and medical culture; disease 
characteristics; patient characteristics and distance. In another literature review 
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of cross-border patient mobility in the EU, Glinos and Baeten (2006) found that 
the inclination to go across borders for healthcare could be explained and 
analysed by five key factors which included familiarity/proximity, availability, 
financial costs, perceived quality, and bioethical legislation.  
Crooks et al. (2010) reviewed the push and pull factors that shape patients‘ 
decisions. They identified costs, lack of insurance or being underinsured, and 
waiting times as push factors and quality, language, religious accessibility, the 
holiday aspect, having access to information such as doctors‘ credentials and 
treatment options, tourism opportunities, and word-of-mouth as pull factors.  
These three general reviews appear to reflect most of the factors suggested in 
the literature. However, the following section will present factors found in 
empirical research. 
3.5.1. Empirical Research on Medical Tourists‘ Motivating Factors 
Doshi‘s study of 121 medical tourists in Malaysian private hospitals (2002) 
identified six key dimensions of motivation. In descending order of importance 
these are value for money, reputation, medical services, and cultural similarity, 
distance, and travel attractions. Doshi (2002) also reported the five main 
reasons why medical tourists chose private hospitals in Malaysia to seek 
medical treatment: a clean and hygienic physical environment, modern and up-
to-date medical treatment, reputable medical services, the excellent track-
record of medical services, and a wide range of medical services. On the other 
hand, he found the following to be less important motivators for choosing 
Malaysia for medical treatment: availability of tourist attractions, cultural 
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similarity, having relatives and friends in Malaysia, easy availability of halal 
food, and amenities offered for religious practice. 
In his study of medical tourists in Thailand , Jotikasthira (2010) found the 
following aspects to be important when identifying factors influencing the 
decision of prospective medical tourists with regard to their choice of 
destination: (1) Identifying the various aspects of the motivation of medical 
tourists to engage in medical tourism: (i) health locus of control; (ii) attitudes 
towards the cost of healthcare provided in the tourists‘ countries of residence; 
and (iii) attitudes towards waiting times and administrative procedures involved 
with the healthcare systems in the medical tourists‘ countries of residence. (2) 
Identifying the four attributes important for respondents in evaluating alternative 
destinations: (i) quality of care; (ii) savings potential; (iii) destination image 
regarding hygiene; and (iv) destination image regarding safety and security. (3) 
Identifying the information search behaviour of medical tourists when choosing 
a destination. Prospective medical tourists place more importance on 
destination attributes related to quality of care and the potential for savings than 
attributes related to tourism opportunities. Prospective medical tourists with a 
low level of familiarity and, to a lesser extent, prospective medical tourists with a 
high level of perceived risk, both tend to engage in a high level of external 
search for information, especially from doctors and insurance companies, while 
the image produced by the relevant medical tourism authorities is important in 
choosing a destination for medical tourism. 
3.5.2. Push/Pull Factors for Healthcare Travel 
The factors mentioned in the literature as being important push and/or pull 
factors for international healthcare travel, in addition to factors found from 
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empirical research, can be grouped mostly into the following five categories: 
cost, quality, informational, institutional and personal. The next section 
discusses in detail some of the factors mentioned above. Table 3.1 shows the 
ten comprehensive push or pull factors for international healthcare travel 
discussed in this literature review related to each of these five aspects. This will 
be used as a framework for the second research question of the second 
objective of this thesis (also see Figure 1.1 in Chapter 1). 
Table 3.1: The comprehensive push/pull factors for international 
healthcare travel grouped into five aspects 
Cost  Prices of healthcare services, domestically and at destination 
   
Quality  Quality, good availability of certain types of treatments and 
equipment for healthcare abroad, and disease characteristics  
   
Informational  Availability of information and relative familiarity with foreign 
healthcare  
   
Institutional  Administrative burden, insurance coverage and medical 
arrangements.  
  
 Political climate and the attitudes of governments and hosts towards 
cross-border patients and laws 
   
Personal  Waiting time 
  
 Medical culture, culture, language and religious factors 
  
 Patient characteristics and personal preferences: mobility and 
distance, privacy and lifestyle changes 
  
 Health risk factors 
  
 Having a vacation 
(Source: Author) 
3.5.2.1. Waiting Time 
Internationally, healthcare systems are facing a number of challenges (Glinos & 
Baeten, 2006). These challenges are related mainly to rising demand and 
increasing costs (Dixon et al., 1996; Hurst, 2000; Loubeau, 2009). The National 
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Health Services (NHS) in the United Kingdom is an example of a public 
healthcare system with financial problems that include problems of funding and 
demand (Dixon et al., 1996; Dixon & Harrison, 1997; Harrison et al., 1997).  
Britain and Canada are two of a few developed countries that have nationalized 
healthcare systems where waiting time for certain procedures can reach over 
18 months (Altin et al., 2011). An aging population is one of the reasons for this 
increased demand (Bennett et al., 2004, Lee, 2007, Loubeau, 2009). These 
circumstances produce pressure on scheduled healthcare services, resulting in 
long waiting times for patients to be treated. 
This increase in hospital queues in western countries increases the demand for 
medical services in developing countries (Lee, 2007), and waiting lists, or rather 
waiting times, are often given as a specific reason for international healthcare 
travel (Brouwer et al., 2003, Hermans & Brouwer, 2003; Garcia-Altes, 2005; 
Mattoo & Rathindran, 2005; Connell, 2006; TRAM, 2006; Horowitz et al., 2007; 
Lee, 2007; Turner, 2008; Loubeau, 2009; Behrmann & Smith, 2010; Altin et al., 
2011). For example, in the Canadian healthcare system, waiting times for 
certain types of surgery stimulate the demand by Canadians for medical 
services in the United States (Hermans & Brouwer, 2003).  
It may be more relevant for employees to be treated quickly, because absence 
from work can be very expensive for employers. According to Hermans and 
Brouwer (2003), being treated abroad, perhaps paid for by the employer, could 
be a way of cutting down absence from work, thereby reducing the cost of 
absence, which is often much higher than the cost of the healthcare required. 
Waiting times are also mentioned as a reason for legitimising international 
healthcare travel (Hermans & Brouwer, 2003). In the case of Smits-Peerbooms, 
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the ruling of 12 July 2001 by the European Court of Justice explicitly cited 
undue delay as a justification for international healthcare travel within the EU 
(Brouwer et al., 2003). However, the Court ―offered no comment on the 
interpretation of ‗undue delay‘ or what waiting time constituted ‗undue delay‘‖ 
(Dawson, 2002, p.2). Connell (2006) mentions long waiting lists for what is 
considered low priority surgery as being one of the main reasons for the growth 
of medical tourism. Moreover, Crooks et al. (2010) reported waiting times as 
one of the most frequent factors pushing patients away from domestic 
healthcare towards more timely services abroad.   
3.5.2.2. Prices of Healthcare Services, Domestically and at Destination 
The high cost of treatment is, as already noted, one of the prime reasons for the 
dramatic growth of medical tourism. High price is the most frequent push factor 
driving patients away from acquiring healthcare domestically (Connell, 2006; 
Behrmann & Smith, 2010; Crooks et al., 2010; Altin et al., 2011; Tarcan et al., 
2015). 
Whilst medical tourists are mainly from wealthy countries where the costs of 
medical care may be very high, their ability to pay for an alternative is still high 
(Connell, 2006). This is fortunate for a growing number of destinations who offer 
an alternative of affordable quality healthcare. This kind of demand also applies 
on different healthcare products. For example, American residents were found 
to be travelling to Mexico to buy medicines not only because these medications 
were easily obtained in Mexican pharmacies without a prescription, but also 
mainly because of lower prices (Calvillo & Lal, 2003). Concerns among patients 
from developed countries regarding standards, insurance coverage, and other 
infrastructures are balanced out by the price advantage (Gupta, 2004). 
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Motivation of the lower price factor for international healthcare travel is not 
limited to patients. After all, the patients are not the only buyers in the 
healthcare services market. Some other stakeholders are also concerned with 
the costs of acquiring medical services overseas. When final price levels differ 
substantially, Hermans and Brouwer (2003) found that international healthcare 
travel can be stimulated in multiple ways: by third parties such as regional 
health authorities or insurers purchasing healthcare, through cross-border 
contracting, and by stimulating cross-border referrals. Consumers of medical 
services are concerned about the prices they pay, both directly, or indirectly 
through insurance (Calvillo & Lal, 2003; Pauly, 2004). Some private insurance 
companies and some public insurance services provide the option of treatment 
abroad for patients. However, most national insurance systems in developed 
countries do not provide overseas treatment cover for everybody (Smith, 1997) 
and private insurance companies impose high premiums for such coverage. 
Furthermore, various forms of medical services are not covered by health 
insurance. For example, dental surgeries, especially cosmetic dental surgeries 
are not covered in the United Kingdom and Australia and hence, dental tourism 
has become particularly common (Connell, 2006). 
Out-of-insurance or out-of-cover patients are forced to opt for relatively 
expensive private healthcare. Also patients who benefit from free insurance 
services are pushed by long waiting lists into seeking more expensive private 
healthcare. When domestic healthcare systems do not offer timely services, 
patients may be driven to demand offshore options (Garcia-Altes, 2005). Some 
patients might be willing to bypass free domestic care for paid overseas 
healthcare services when that means quicker treatment as their existing 
ailments may have already been costing them through absence from work. 
126 
 
There is also a growing demand for affordable healthcare services, especially 
as numbers of elderly people continue to increase (Lee, 2007). Aging 
populations are among the main consumers in the health tourism market in 
general (Bennett et al., 2004, Garcia-Altes, 2005), and of medical tourism in 
particular (Loubeau, 2009). In the past decade, the aging generation demand 
for healthcare overseas has been exceptional as their consumption history and 
consumption behaviour; they are the often wealthy baby-boomers (Connell, 
2006). The growth of unfulfilled demand for medical services has led to the 
occurrence of a demand-supply gap increasing healthcare costs (Altin et al., 
2011). Smith (1997) predicted that consumerism would transform healthcare 
worldwide. According to Altin et al. (2011), several countries aspire to fill this 
gap and take advantage of the lucrative business development opportunity.  
As treatment prices increase, patients from developed countries look for cross-
border options (Connell, 2006). International healthcare travel occurs when 
healthcare services are substantially cheaper overseas (Leidi & Rhodes 1997 
cited in Hermans 2000; Altin et al., 2011). As the costs of medical treatment 
increase in western countries, demands for cheaper treatment in less-
developed countries are also increasing (TRAM, 2006; Lee, 2007). Prices of 
healthcare can differ substantially among various countries, mostly because of 
differences in the way countries structure the financing of healthcare (Hermans 
& Brouwer, 2003). The high price of domestic healthcare in developed countries 
is the result of high demand and high cost (Dixon et al., 1996; Hurst, 2000; 
Loubeau, 2009). Prices are lower in medical tourism destinations, because 
charges for healthcare services correlate with the level of economic 
development (Horowitz et al., 2007). This is due to cheaper costs. Lower 
salaries for doctors, nurses, and staff, are the main reason for the difference in 
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price (Altin et al., 2011). Compared to developed countries, fractional 
infrastructure costs and overheads play a role in lowering prices (Altin et al., 
2011). In addition, many developing countries have lower costs because they 
lack sophisticated medical liability laws (Smith & Forgione, 2007) or have none 
at all. This translates into low administrative costs and medical malpractice 
insurance expenses for medical practitioners (Horowitz et al., 2007;  Altin et al., 
2011) or no medical malpractice insurance (Altin et al., 2011). This obviously 
presents ethical issues. 
All of these factors contribute to the low cost of medical care in developing 
countries and thus, lower prices. As a result, this attracts patients from highly 
industrialized nations to the healthcare of the less developed countries. The 
particularities of different healthcare systems can eventually present 
opportunities for healthcare tourism (Garcia-Altes, 2005). 
Out-of-pocket costs also affect a patient‘s decision to seek international 
healthcare travel (Seninger, 2000; Glinos & Baeten, 2006). For patients, out-of-
pocket expenses represent cash spent that may or may not be reimbursed later. 
In the case of the uninsured or the under-insured, all expenses, medical and 
non-medical, or a substantial part of them, are considered as out-of-pocket 
costs. Although travel costs, as part of the out-of-pocket costs, are usually lower 
than costs of treatment (Seninger, 2000), somewhat cheaper airfares in recent 
times have reduced the total cost of seeking treatment in distant countries 
(TRAM, 2006).  
Regarding Jordan, comparatively low treatment prices have contributed to the 
country‘s competitiveness as a medical tourism destination for Arab patients 
(Dajani, 2002; Connell, 2006; Jordan National Competitiveness Team, 2007).  
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3.5.2.3. Quality, Good Availability of Certain Types of Treatments and 
Equipment for Healthcare Abroad, and Disease Characteristics  
When a person bypasses local healthcare services, this is suggestive either of 
substantial issues with the quality of domestic healthcare, or of substantially 
superior quality of the alternate healthcare services (Akin & Hutchinson, 1999). 
Also, there is the case when the local healthcare facility is unable to provide the 
necessary particular healthcare service in the first place (Kangas, 2010).The 
discrepancy between the perceived quality of domestic and foreign healthcare 
appears to be an important trigger for international healthcare travel (Hermans 
& Brouwer, 2003; Altin et al., 2011). 
Quality is considered to be a strong factor in consumer choice (TRAM, 2006). 
As mentioned earlier, the quality of medical services, along with price, is the 
most important motivator for the choice of medical tourism destination (Tarcan 
et al., 2015). Consumers of medical services are interested in both the care and 
the quality of the care for which they are paying (Pauly, 2004). Some medical 
tourists demand services of superior quality regardless of cost, which may 
mean bypassing care in their low-cost home countries for higher cost countries 
(TRAM, 2006). Relatively high levels of healthcare services represent a vital 
factor in attracting medical tourists (Lin, 2010; Altin et al., 2011). Crooks et al. 
(2010) identify quality as the most suggested pull factor in drawing patients to 
medical destinations.  
In order for the industry to sustain growth, Bookman and Bookman (2007) 
suggest that host countries should adopt measures such as establishing 
regulatory boards for hospital accreditations, and monitoring the professional 
quality of medical practitioners. Accreditation is an important factor in evaluating 
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the quality of an overseas healthcare facility (Smith and Forgione, 2007). It can 
reflect the quality of care within hospitals, and can therefore provide a useful 
direction for patients when choosing between different medical facilities 
overseas (Horowitz et al., 2007). According to Tarcan et al. (2015), 
accreditation contributes to achieving higher levels of quality. However, 
empirical research has proved otherwise. A study by Miller et al. (2005), which 
examined the relationship between the Joint Commission on Accreditation of 
Healthcare Organizations‘ (JCAHO) accreditations and inpatient quality 
indicators for the years 1997 to 1999, found no significant relationship between 
the two. Either way, accreditations are pursued as a proof of quality. Therefore, 
it is essentially the higher quality that pulls medical tourists to acquire 
healthcare in a destination and in a certain facility.   
Jordan‘s competitiveness report in certain areas including medical tourism, 
mentioned the overall quality of care and level of medical training among 
doctors as some of the reasons why Arab patients came to Jordan for treatment 
(Jordan National Competitiveness Team, 2007). According to many academics‘ 
reviews, international patients are drawn to acquiring medical services in Jordan 
because of the superior quality of healthcare (Connell, 2006; Bookman & 
Bookman, 2007, Cortez, 2008; Smith et al., 2009; Behrmann & Smith, 2010). 
The good availability of treatments for specific diseases that require attention 
from top specialists in a foreign medical facility may prompt patients to seek 
treatment in that particular foreign country (Hermans & Brouwer, 2003). 
Yemenis often seek healthcare services in Jordan and in India for those 
countries‘ distinguished specialists and advanced medical technologies 
(Kangas, 2007). A supply shortage in specialized healthcare in developed 
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countries is another reason for the rise in medical tourism (Leidi & Rhodes 1997 
cited in Hermans 2000; Behrmann & Smith, 2010; Loubeau, 2009), and is the 
reason why Cuba, for example, has tried to attract international patients by 
specializing in the treatment of certain skin diseases (Chanda, 2002). Such 
initiatives are perceived as a way to face competition in the market (Garcia-
Altes, 2005). Similarly, the relative shortage of certain high-quality equipment in 
Canada‘s healthcare system has stimulated the demand for US medical 
services by Canadians (Hermans & Brouwer, 2003). Therefore, medical tourists 
travel to acquire treatment that is unavailable in their home countries (Lagiewski 
& Myers, 2008). A destination, or certain healthcare facilities within a destination 
can become well-known for specialised cures (Voigt et al., 2010), while 
individual hospitals are increasingly able to offer advanced medical services 
independently of the general healthcare system in the country (TRAM, 2006). 
This explains the popularity of some countries in the medical tourism sector, 
their weak healthcare systems notwithstanding.  
According to Hermans and Brouwer (2003), disease and treatment 
characteristics can be another important factor affecting patients who seek 
healthcare abroad. The United Kingdom Department of Health proposed that 
the option of going overseas for medical treatment would be offered to patients 
who were clinically fit for travel (UKDoH, 2002). This suggested criterion was 
associated mainly with disease characteristics. For example, air travel can 
cause contraindications in patients with certain chronic diseases and health 
problems such as cardiac failure, stroke, and uncontrolled high blood pressure, 
as well as serious problems in patients with pacemakers (WHO, 2001). 
However, Akin and Hutchinson (1999), who studied the phenomenon of 
bypassing healthcare for an alternative source of healthcare, found that the 
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severely ill patients tended to bypass domestic suppliers and to travel further for 
care than did the less severely ill.  
3.5.2.4. Availability of Information and Relative Familiarity with Foreign 
Healthcare 
Patients‘ decisions about obtaining healthcare abroad depend on having 
sufficient information (Turner 2007b). The search for information is a component 
in the consumer decision making process for medical tourism (Altin et al., 2011) 
Generally speaking; the availability of information on treatment options impacts 
the demand for healthcare (Ensor & Cooper, 2004). Similarly, the availability of 
information in the case of healthcare abroad stimulates the demand for 
international healthcare travel (Mountford, 2000, cited in Mossialos & Palm, 
2003). 
As noted previously in this chapter, knowledge about cross-border healthcare is 
acquired through different sources of information. In a study on consumer 
information and market-area competition for healthcare services, Seninger 
(2000) examined the spatial availability of consumer information and its impact 
on service exports, consumer mobility, and the establishment of boundaries 
between market areas. His findings indicate that the sources of information 
influencing service exports are experience (which requires purchase of the 
service), recommendations and data from friends and professionals, and finally 
physicians who represent a pool of information on which customers can draw 
on for ascertaining the availability of treatment (Seninger, 2000).  
Reputation is a strong factor in consumers‘ choice (TRAM, 2006), and it is 
essentially affected by information disseminated through word-of-mouth (Yoon 
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et al., 1993). Word-of-mouth recommendations from trusted sources often have 
a decisive effect on consumers‘ decision-making (Bughin et al., 2010), including 
healthcare consumers. Crooks et al. (2010) mention word-of-mouth 
recommendations as a pull factor for cross-border care. Doshi (2002) found in 
his study that medical tourists learnt about Malaysia as a medical tourist 
destination mostly from friends and relatives (57%), the internet (16.5%), travel 
agents (12.4%), newspapers (3.3%) and Malaysia‘s destination marketing 
website (2.5%).  
Previous patients who had positive healthcare experience abroad motivate 
others to travel (Kangas, 2007). These previous patients could be friends or 
family members. Doctors also advise patients to pursue medical treatment 
outside the country (Kangas, 2007), and patients who receive a direct referral or 
advice from a physician are likely to seek healthcare abroad (Hermans and 
Brouwer, 2003). Therefore, reliance on professional knowledge affects the 
spatial character of healthcare (Seninger, 2000). However, many physicians 
appear reluctant to refer patients to healthcare facilities outside their own 
country (Mountford, 2000, cited in Mossialos & Palm, 2003; Hermans & 
Brouwer, 2003). Hermans and Brouwer (2003) suggest that besides reluctance, 
referrers seem poorly-equipped to refer outside their own country, perhaps 
because knowledge of healthcare facilities available in other countries is 
lacking.  
Unfamiliarity with a different healthcare system is a limiting factor for 
international healthcare travel (Mountford, 2000, cited in Mossialos & Palm, 
2003), whereas familiarity is a stimulating factor. Pursuing healthcare services 
in unfamiliar settings can be stressful and can cause increased vulnerability 
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(Altin et al., 2011). Forms of familiarity with healthcare that could be pull factors 
in acquiring healthcare in a particular country include: being originally from the 
country in which the healthcare is consumed (Hermans & Brouwer, 2003; Voigt 
et al., 2010) and having had first-hand experience of the country in which the 
healthcare is consumed (Hermans & Brouwer, 2003). However, Tarcan et al. 
(2015) think differently. They believe that due to lack of information, medical 
tourists greatly rely on their feelings about the medical destinations‘ facilities. 
Therefore, this may suggest that medical tourists are still motivated even if they 
are unfamiliar with a different healthcare system. 
Different sources of information can be an important stimulus for international 
healthcare travel (Hermans & Brouwer, 2003). Such sources include the 
available media such as newspapers, magazines, radio, television and the 
internet, alongside the promotional books and materials as part of the marketing 
strategies used by medical tourism destinations and overseas healthcare 
providers. 
3.5.2.5. Administrative Burden, Insurance Coverage and Medical 
Arrangements 
The administrative burden of the procedures involved in crossing borders 
inevitably obstructs free movement of patients (Mountford, 2000, cited in 
Mossialos & Palm, 2003). Busse (2002) identified the reduction of 
administrative steps as a promising option for improving access to healthcare 
services across borders. Hermans and Brouwer (2003) suggest two ways of 
eliminating uncertainty about insurance coverage and administrative problems; 
first, by increasing the insured person‘s awareness of the possibilities of 
international healthcare travel with regard to insurance coverage, and secondly, 
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by making the administrative process of acquiring authorisation less 
complicated (Hermans & Brouwer, 2003). The UK‘s Department of Health 
believes it is essential that patients make an informed decision when travelling 
abroad for treatment. They should therefore be given a detailed explanation of 
the scope of coverage of their care package and of the required documents that 
need to be signed (UKDoH, 2002). Brouwer (1999 cited in Hermans & Brouwer, 
2003) mentions the nature and details of insurance coverage as a factor 
affecting people‘s decisions to acquire healthcare abroad.  
Mattoo and Rathindran (2005) claim that insurers fail to provide incentives for 
consumers to seek cheaper treatment abroad or discourage them by making 
health insurance non-transferable to other countries. However, that is not 
always true. Some countries, such as Libya and the United Arab Emirates, offer 
subsidized or free overseas healthcare services for their citizens (TRAM, 2006). 
Since medical tourism offers financial savings in many cases, some healthcare 
buyers like employers and insurers authorize treatment abroad (Altin et al., 
2011). International healthcare agreements also decrease the administrative 
burden.  
That being said, not all insurers provide treatment abroad options for patients 
because they worry about the quality of overseas providers and medical liability 
law in those destinations (Mattoo and Rathindran, 2005). Furthermore, an 
analysis by Bies and Zacharia (2007) showed that, among international 
patients, self-selected medical tourism is preferred over employer or 
government sponsored programs. 
According to Hermans and Brouwer (2003), another concern when seeking 
healthcare abroad is the simple certainties or uncertainties of post-treatment 
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care, which may limit or stimulate international healthcare travel. These include 
whether or not the after-care element of healthcare is considered adequate if 
given domestically when the main surgery has taken place elsewhere, whether 
foreign healthcare suppliers are fully aware of a patient‘s medical history, and 
whether the patient and the doctor will be able to communicate adequately in 
spite of possible language problems (Hermans and Brouwer, 2003). One of the 
UK Department of Health‘s regulations states that patients should be told about 
the after-care and social support available when they return home (UKDoH, 
2002). It is important to note that some UK consultants are unwilling to provide 
follow-up for patients who have received surgical treatment elsewhere, and 
have expressed their concerns as to who has formal clinical responsibility for 
the patients (Hermans & Brouwer, 2003). Nickel et al. (2010) found that after-
care and rehabilitation are key determinants of inpatient satisfaction. 
Unfortunately, there is a lack of research on the question of after-care in 
international healthcare, an issue that needs to be thoroughly studied since 
more patients are seeking healthcare abroad.  
3.5.2.6. Medical Culture, Culture, Language and Religious Factors 
When overseas patients arrive in medical destinations they can be quite 
disoriented (Kangas, 2010) and it cannot be taken for granted that the same 
levels of health standards apply in the domestic and international environment 
(Lee & Spisto, 2007). These ideas bring us to discussing a group factors that 
may affect the international patient‘s decision to travel concerning culture and 
medical culture. 
One of the cultural values that have an impact on the health experience of Arab 
patients is the centrality of the family unit in society (Hammad et al., 1999; 
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Lovering, 2012). In the Arab world, the family is highly accentuated as being the 
centre of all loyalty and obligation for all its members (Hammad et al., 1999). 
Based on that, family members could have an influence on Arab patients‘ 
decisions to acquire healthcare overseas. Furthermore, this could affect the 
number of companions accompanying Arab patients abroad. 
According to Lovering (2012), other cultural values that influence the medical 
treatment experience of the Arab patients include cultural beliefs about health, 
illness and healing, and the importance of maintaining the modesty and dignity 
of the patient. Different cultures have medical systems accommodating primarily 
their own cultures. However, international healthcare presents the necessity for 
adapting to overseas patients. Kleinman (1978) identified the communication 
process as one of the culturally-adaptive tasks of healthcare systems. 
According to Hermans and Brouwer (2003), patients should have good contact 
with the doctor involved in their treatment since without proper communication, 
informing and comforting patients can both be difficult. However, if the host 
country uses a different language, this may be a barrier for patients unfamiliar 
with that language (Mountford, 2000, cited in Mossialos & Palm, 2003; Hermans 
& Brouwer, 2003). Language is therefore a factor in the decision-making 
process (Crooks et al., 2010); it is also seen as an important cultural aspect. 
International patients from English-speaking countries prefer to seek treatment 
where English is spoken, such as India or the Philippines (Voigt et al., 2010). 
One of the quality standards expected by the UK Department of Health in 
regard to medical staff involved with the treatment of National Health Services 
(NHS) patients overseas is their ability to speak English to a high standard 
(UKDoH, 2002). However, language will not be a barrier if the host country has 
the ability to speak the patient‘s language or when both parties – host and 
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patient – can communicate in a third language. The UK Department of Health 
quality standards include a ‗UK-friendly‘ environment, which requires the 
availability of bilingual staff able to provide explanations of the hospital‘s 
services and handle initial complaints by patients (UKDoH, 2002). Arabic-
speaking Jordan is at an advantage when attracting foreign Arabic speakers to 
its hospitals (Bookman & Bookman, 2007). English is widely spoken among 
Jordanians, especially by medical staff. 
Prior experience with the culture and language can be encouraging factors in 
acquiring healthcare in a certain overseas destination (Altin et al., 2011). Voigt 
et al. (2010) suggest that patients who live in other countries but retain ties with 
their homeland represent an important market for medical tourism destinations 
since they might feel more comfortable with their home medical system and 
certain cultural aspects unique to their home country. Patients with a similar 
culture present an even bigger market for medical tourism destinations.  For 
example, Reisman (2010) indicates that in the case of Syrian patients, they can 
be encouraged to acquire healthcare services in Jordan because ―fellow Arabs 
are easier to read‖ (Reisman, 2010, p.91).  
Jordan attracts Arab patients who prefer to remain in the Arab world (Reisman, 
2010). This might be because of the language, the religion (which can be an 
important pull factor), or for the overall cultural factor. Crooks et al. (2010) also 
point out that religious considerations concerning medical tourism facilities and 
destination nations can attract patients to one location over another. For 
example, Muslim patients are attracted to countries like Malaysia and Jordan 
since religious needs including dietary requirements and worship places for 
praying are met in those countries (Connell, 2006; Voigt et al., 2010). 
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3.5.2.7. Patient Characteristics and Personal Preferences: Mobility and 
Distance, Privacy and Lifestyle Changes 
Patient characteristics like education, language skills, and being risk-averse or 
risk-seeking, (Hermans & Brouwer, 2003) and personal dispositions like 
openness to new experiences (Altin et al., 2011) will probably affect their 
decision to seek treatment abroad. 
Additionally, increasing movement of people in general (Mossialos & Palm, 
2003), along with increased mobility by people for purposes of tourism, 
business and short-term stays (Hermans, 2000) stimulates demand for 
international healthcare travel. Patient mobility is also increasing (Turner, 2008) 
with one reason being ease of accessibility through advances in air travel (Lee, 
2007).  
The geographical area of the market for healthcare providers is partly 
determined by patient mobility flows from their home locations towards supply 
centres (Seninger, 2000). This brings us to the distance factor, which appears 
to be a very important element in international healthcare travel (Hermans & 
Brouwer, 2003; Mattoo & Rathindran, 2005). Hermans (2000) explains that 
cross-border healthcare is common in the EU when patients live near the border 
of their home place and work across the border. Similarly, Mossialos and Palm 
(2003) report that demand for international healthcare travel seems to be 
concentrated in border regions. This also happens when foreign healthcare is 
closer to patients than domestic healthcare. Hermans and Brouwer (2003) 
consider it natural for patients to seek treatment at a healthcare facility close to 
their home, especially when the distance to a foreign facility is less than the 
distance to a domestic one.  However, this is not always the case. Dutch 
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patients for example prefer a longer wait for care in the Netherlands to a shorter 
wait by going abroad and their mobility is also very modest within their own 
country (Brouwer et al., 2003). This reflects the nature of Dutch patients‘ 
mobility, which is associated with their willingness to travel in these 
circumstances. 
In terms of proximity, air travel makes healthcare destinations an airport away 
(Kangas, 2010). However, it is clear that distance as a stimulating factor only 
holds in border regions and nearby countries. This may also have to do with the 
nature of the health condition of patients and their capability to travel. The plane 
ride itself could be difficult for patients with heart conditions, for example, or 
spinal injuries (Kangas, 2010). For the most part, distance will be a limiting 
factor for international healthcare travel (Mountford, 2000, cited in Mossialos & 
Palm, 2003; Hermans & Brouwer, 2003). Long distances to healthcare 
providers have a strong negative effect on ailing patients‘ inclination to travel 
(Seninger, 2000) and distance also affects travelling time and costs (Mountford, 
2000, cited in Mossialos & Palm, 2003). Although travel expenses for 
healthcare centres are usually low compared to the costs of treatment, these 
out-of-pocket costs, they still affect the spatial mobility of patients (Seninger, 
2000).   
Distance may also be highly relevant in emergency cases, when patients are 
incapable of acquiring timely quality care within their domestic healthcare 
providers (Hermans 1999 cited in Hermans, 2000). A life-threatening disease 
requiring immediate attention may be treated sooner in the nearest appropriate 
medical facility even if it is not in the patient‘s own country (Hermans & 
Brouwer, 2003). Although Singapore signed a visa waiver agreement with many 
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countries, most of its international patients come from nearby Indonesia and 
Malaysia. It is therefore reasonable to conclude that choice of medical tourism 
destination is still largely affected by proximity (Lin, 2010). Distance is also one 
of the reasons why countries such as Jordan, and more recently Dubai, have 
been particularly successful in attracting Arab medical tourists in such large 
numbers (Voigt et al., 2010). Connell (2013) notes that a lot of medical tourism 
is short distance. However, that is not always the case. Although consumers are 
affected by proximity, that does not deter some of them from travelling long 
distances for a range of treatments (Mattoo & Rathindran, 2005). 
Issues like privacy and even anonymity are important for certain medical 
procedures. Patients undergoing sex change operations or cosmetic surgery 
may prefer to recuperate in far-off medical tourism destinations (Connell, 2006; 
Horowitz et al., 2007). Garcia-Altes (2005) suggests that lifestyle changes may 
encourage demand for cosmetic surgery. Many suppliers of such procedures 
use privacy and anonymity as selling points for their overseas medical services 
(TRAM, 2006).  
3.5.2.8. Political Climate and the Attitudes of Governments and Hosts 
towards Cross-Border Patients, and Laws 
A positive political climate in certain countries may also pull people to receive 
care in those countries. Patients are unlikely to travel to politically unstable 
countries (Crooks et al., 2010). According to Smith and Forgione (2007), 
political stability is one of the main determinants in terms of the choice of 
destination for American patients.  
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In many developing countries, international receipts are in short supply, and 
there are few other opportunities for obtaining additional foreign currency 
income (Menck, 2004). Therefore, the phenomenon of inbound cross-border 
patients in some of these countries is actively promoted through official 
government policy as an industry (Gupta, 2004). For developing countries this is 
a business offering substantial and quantifiable benefits (Menck, 2004). 
In contrast, negative attitudes do exist towards medical tourism, most of them 
related to ethical issues concerning the socioeconomic impact of the industry. In 
India, for instance, public health specialists warned that the government‘s role in 
medical tourism would damage the public health sector since it would create a 
standard of quality that most Indians could not afford (Mudur, 2004). Davies 
(2010) claims that healthcare service improvements powered by medical 
tourism benefit wealthy citizens and tourists only, while drawing people and 
resources away from the public sector. Here the question of the brain drain 
among destination countries arises. The urban concentration of healthcare 
providers is a familiar problem in most developing countries and medical 
tourism promotes an internal brain drain, with many medical staff moving from 
rural public facilities to urban private facilities (Gupta, 2004; Connell, 2006; 
Bookman & Bookman, 2007; Wibulpolprasert & Pachanee, 2008). This problem 
of unequal distribution also worsens when health professionals move to private 
facilities (Bookman & Bookman, 2007; Wibulpolprasert & Pachanee, 2008), 
although some doctors in developing countries refuse to engage in such 
commercial activities (Menck, 2004). 
Bookman and Bookman (2007) believe that governments of host countries must 
employ appropriate macro-economic redistributive policies to guarantee that 
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local residents will actually benefit from the medical tourism industry. This could 
mean that medical tourism would help to improve the supply countries‘ 
healthcare services (Bookman & Bookman, 2007). 
Another continuing barrier is the conservative attitude of many governments 
towards sending their nationals overseas for treatment (TRAM, 2006). The 
reluctant attitude of the National Health Services (NHS) in the UK (Hermans & 
Brouwer, 2003) to treat patients abroad before 2004 (Mattoo and Rathindran, 
2005) is one example. Furthermore, the international mobility of people seeking 
health treatments sometimes creates tension between residents and visitors, 
since the latter either obtain free or discounted treatment under the terms of 
local social insurance, or can afford to bypass local waiting lists (Laws, 1996). 
Such tensions may occur in a developing or a developed country. The National 
Health Services (NHS), for example, cracks down on health tourists who come 
to benefit from the free healthcare services provided in the UK. According to 
Mossialos and Palm (2003), member states of the EU have generally applied 
restrictive policies in terms of healthcare abroad. Clearly, government support is 
essential in supporting the development of a successful medical tourism 
industry in the host countries, as in the case of Jordan (Smith & Puczko, 2009).  
Bookman and Bookman (2007) suggested abolishing tourist visas for overseas 
patients seeking medical treatment in the destination country, or creating 
medical visas. However, this measure has not succeeded in attracting 
additional wide-ranging medical tourists to Singapore (Lin, 2010). As previously 
mentioned in Chapter 2, prior to 2015, visas for Jordan were obtainable on 
arrival by all health tourists. For security reasons, the country‘s attitude has 
changed, and it has introduced more complex administrative procedures and 
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visa restrictions applicable to certain nationalities. As a result, there has been a 
drop in the numbers of international patients in Jordan since then (IMTJ, 
2016a). 
In some countries, health authorities restrict certain healthcare services. In 
Northern Ireland, for instance, abortion is banned or is restricted, thus pushing 
women to seek abortions in England, Wales or Scotland (Morris, 1992; Laws, 
1996; Gal & Kligman, 2000; Connell, 2006; Behrmann & Smith, 2010). Since 
abortion was legalized in most parts of the UK, abortion tourism has developed 
steadily from Ireland, where abortion is illegal (Oaks 2003). Connell (2006) 
suggests that this factor is governed by the proximity of the other country. 
Another example is the restriction imposed by health authorities in the UK on 
stomach stapling procedures for patients under 18, which pushes teenagers 
and their parents to opt for overseas healthcare services (Connell, 2006; 2008). 
The most extreme example is euthanasia. Many researchers have referred to 
patients who seek euthanasia in other countries where it is legal to be a ‗death 
tourist‘ (Connell, 2006; Huxtable, 2009; Simpson & Simpson, 2010). Other 
specific forms, as in the case of ‗organ transplant tourism‘, are essentially 
illegal, since they involve organ trade (Budiani-Saberi & Delmonico, 2008; 
Behrmann & Smith, 2010).  
According to Mirrer-Singer (2007) looking at medical liability in medical tourism 
destinations shows legal ambiguity. Insurers may be concerned that malpractice 
may occur where the legal system makes it difficult to take legal actions (Mattoo 
& Rathindran, 2005). This may also deter patients from acquiring overseas 
healthcare. Opportunistic behaviour exists in medical tourism and there is a 
need to protect vulnerable medical tourists (Mirrer-Singer, 2007). 
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Until very recently, April 2016, Jordan had no legislation that directly addressed 
medical liability with all its complexity (Jordan Times, 2016b). Prior to that, 
malpractice cases used to be covered within the general negligence laws 
governing civil liability (Erteimeh, 1994). However, that did not deter Arab 
patients from coming to Jordan for medical treatment. Arab Muslim patients‘ 
health beliefs and practices are derived from spiritual and cultural values 
(Lovering, 2012), and Islamic cultures consider response to medical treatment 
to be ‗qadar‘, part of one‘s destiny (Lovering, 2008).  
Although the ethical and legal implications of medical tourism are interrelated, 
there seem to be no concerns regarding the ethical side on the medical tourists‘ 
part. Most of the literature available and research available suggests ethical 
concerns by authorities (Glinos & Baeten, 2006), healthcare facilities and 
healthcare systems in medical tourists‘ home countries in term of issues 
concerning discontinuation of health records documentation, bringing infectious 
diseases and burdening the system economically to treat complications (Crooks 
et al., 2013). The following section will discuss the effect of health risks factors, 
which are also interconnected with the legal factors and have ethical 
implications to the industry. 
3.5.2.9. Health Risks  
Medical Tourism has raised a range of ethical issues including potential risks to 
patients‘ health (Snyder et al., 2011). Generally speaking, there are health risks 
in travel and tourism (WHO, 2001). Health issues in travel are of concern to tour 
companies, travel insurers, and destinations (Clift & Page, 1996), in addition to 
travellers. Travel medicine is the branch of medicine that deals with preventing 
and managing the health problems of international travellers (Uffer-Marcolongo, 
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1996). According to Steffen (1997), over half of the travellers from Europe and 
North America reported some health problems during a stay in developing 
countries, although most of these were minor ailments. The travel risk involved 
might even be higher at the destination when the facilities in question are 
hospitals.  
Patients with pre-existing medical conditions raise unique issues, being 
especially at risk because of disease, vaccination needs, possible adverse 
reactions to drugs, physical and mental infirmity, and the issue of whether they 
should travel at all (Ericsson, 2003). Therefore, medical tourists are inclined to 
contract illnesses during their visit (Lee & Spisto, 2007), and risk complications 
during their travel before or after their recent treatment.  
However, the cost benefit for the medical tourist travelling to receive medical 
treatment often compensates for those risks (Lee & Spisto, 2007). Health risks 
are usually neglected by medical tourism providers when weighing up the 
economic benefits of the industry (Hall, 2011). Empirical evidence regarding 
health and safety risks‘ facing medical tourists is limited (Crooks et al., 2013). 
3.5.2.10. Having a Vacation  
Patients may be attracted to acquire healthcare in destinations during their 
holidays (Goodrich, 1993). These patients are motivated to travel primarily to 
take a vacation. On the other hand, the holiday aspect may serve only as an 
added benefit for other patients (Horowitz et al., 2007; Crooks et al., 2010). 
These patients are motivated to travel with the main purpose of acquiring 
healthcare services at the destination. 
146 
 
Medical tourism is being marketed as the activity in which consumers can 
acquire healthcare services abroad ―while simultaneously being holidaymakers, 
in a more conventional sense‖ (Connell, 2006, p.1096). Selling a holiday 
combined with the intended treatment is a strength factor for medical tourism as 
well as an important factor driving demand (TRAM, 2006).  However, Connell 
(2006) questions the extent to which recuperating patients may be able to 
benefit from elements of tourism. According to some researchers, the leisure 
aspect becomes weaker as the patient‘s health status becomes more serious 
(Horowitz & Rosensweig, 2007; Horowitz et al., 2007). Therefore, traditional 
tourism activities play either a minor role or a major part in medical travel (Voigt 
et al., 2010).  
3.6. Theoretical Models of Decision-Making in Medical Tourism 
After this research was undertaken in early 2007, there were few attempts on 
the part of some researchers to model decision components and factors that 
might affect medical tourists‘ decisions to acquire healthcare abroad. 
In an attempt to model factors that might affect an American patient‘s medical 
tourism decision, Smith and Forgione (2007) developed a two-stage model (see 
Figure 3.4). The first stage of this model included factors to do with the choice 
of the host country - economic conditions, political climate and regulatory 
standards - while the second stage included factors to do with the choice of 
medical facility - costs, physician training, quality of care and accreditation 
(Smith & Forgione, 2007). The suggested model captures important two-stage 
factors that might also apply to non-American patients. However, the author of 
this thesis does not agree with Smith and Forgione‘s (2007) suggested model 
that considers the economic conditions as a factor that affects the choice of the 
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host country. The authors claim that ―countries experiencing economic stability 
and growth have an advantage with American patients since stable economic 
markets can respond rapidly to stimuli and facilitate the provision of services to 
a broader sector of clients‖ (Smith & Forgione, 2007, p.23). Whilst healthcare 
services correlate with the level of economic development in countries where 
such services are provided (Horowitz et al., 2007), nevertheless, the medical 
tourism industry sometimes attracts certain patients to very developed private 
healthcare organizations that are located in developing countries with unstable 
economic conditions like in the case of Jordan. According to Mattoo and 
Rathindran (2005, p.13), ―the upper end of the quality distribution of both 
professionals and hospitals in several advanced developing countries lies well 
above the minimum acceptable standard in industrial countries‖. Here, the 
economic stability of such healthcare organizations may be more relevant. And 
therefore, they should be included with the choice of medical facility factors in 
the model (see Figure 3.4). Moreover, this model neglects many other factors 
that are found in the literature such as information, familiarity, culture, health 
risk factors, and finally, having a holiday. 
 
Figure 3.4: Factors affecting the choice of medical facility and destination 
(Source: Smith and Forgione 2007, p.22) 
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In another attempt to model the stages of consumer decision making for 
medical tourism, Altin et al. (2011) developed a model (see Figure 3.5) using 
the five-step decision-making process: problem/need recognition, information 
search, evaluation of alternatives, purchase decision, and post-purchase 
behaviour.  
 
Figure 3.5: Decision components 
(Source: Altin et al. 2011, p.8) 
According to Altin et al. (2011, p.1), the model ―describes the macro facilitating 
factors, the pre-decision propensities, and the role of the different entities 
involved in the tourism experience that impact the travel decision‖. However, the 
researchers‘ model excludes the information search and evaluation of 
alternatives as pre-decision components. Altin et al. (2011) only identify the 
phase in which the consumer establishes a need for travel as ‗pre-decision‘. 
Although this phase is part of the pre-decision, it is not the only pre-decision 
component. This stage of establishing consumer need for travel is a 
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prerequisite for the information search, but the first three steps of the decision-
making process, in fact, happen before the decision on a certain destination and 
healthcare facility choice.  
Although these models give us some understanding in respect to factors 
affecting medical tourists‘ decisions to seek international healthcare, they have 
not been tested. 
3.7. Patient Satisfaction and Quality of Care 
Satisfied consumers of healthcare are more likely to become repeat customers 
(Lee et al., 2012), and to become loyal customers and give positive word-of-
mouth recommendations (Ferguson et al., 2007). A satisfied customer is 
fundamental to a sustainable medical tourism industry based on service (Tarcan 
et al., 2015). Healthcare services are the core product of the medical tourism 
industry. Therefore consumers‘ satisfaction of the quality of healthcare services 
consumers is central to any medical tourism destination.  
There is obviously a difference in the ‗humanistic‘ view of quality compared to 
the ‗mechanistic‘ one (Parasuraman et al. 1988). While quality is agreed-upon 
conformance to requirements (Crosby, 1995) in its ‗mechanistic‘ objective 
approach, it is approached more subjectively by consumers (Parasuraman et al. 
1988). Healthcare consists mainly of two parts, a technical task and an 
interpersonal exchange (Donabedian, 1992). In terms of quality, the technical 
task is usually evaluated in a mechanistic way according to predetermined 
standards, and the interpersonal exchange is evaluated in a humanistic way 
through consumers‘ perceptions. There are other approaches to evaluate the 
quality of medical care which include evaluating the structure, the process or 
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the outcome (Donabedian, 1988; Donabedian, 1995). Technical quality alone 
will not lead to increased revenues and facility utilization (Babakus & Mangold, 
1992). Tarcan et al. (2015) found that the adequacy of medical facilities is more 
important to medical tourists than the technical quality of care they receive. This 
research is concerned with the consumer‘s view of quality. Quality is therefore 
defined as an attitude, the perception of performance of the service compared 
to the expectations of the performance (Parasuraman et al. 1988). An attitude is 
"a psychological tendency that is expressed by evaluating a particular entity 
with some degree of favour or disfavour" (Eagly & Chaiken, 1993, p.1). 
According to many researchers, patient satisfaction is also an attitude (Stamps 
& Finkelstein, 1981; Fitzpatrick, 1991a; Shelton, 2000; Grimes, 2003; Prakash, 
2010). Pascoe (1983, p.189) defines patient satisfaction as a ―healthcare 
recipient's reaction to salient aspects of the context, process, and result of their 
service experience‖. Indeed, patient satisfaction is based on the patients‘ 
perceptions of the quality of healthcare service (Donabedian, 1992; Shelton, 
2000; Grimes, 2003; Prakash, 2010); and it is considered as is an important 
outcome of healthcare services (Fitzpatrick, 1991b; Donabedian, 1992; Jackson 
et al., 2001; Donabedian, 2005; Gonzalez et al., 2005; Kane & Radosevich, 
2010). Perceived quality is significantly related but not equivalent to satisfaction; 
it is the result of groups of incidents of satisfaction (Parasuraman et al. 1988). 
For this reason, researchers attempted to design a reliable valid instrument to 
limit the gap between the two. In order to do this, particular attitudes of 
expectation and perception were measured including: tangibles (facilities, 
equipment, and appearance of personnel), reliability (ability to perform the 
promised service dependably and accuracy), responsiveness (willingness to 
help customers and provide prompt service, assurance (knowledge and 
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courtesy of employees and their ability to inspire trust and confidence, and 
finally empathy (caring, individualized attention the firm provides its customers‘ 
(Parasuraman et al. 1988, p.23). Parasuraman et al. (1988) designed the 
SERVQUAL instrument of concise scale multiple-items; when these items are 
grouped they reflect quality dimensions.  The scale is ―with good reliability and 
validity that retailers can use to better understand the service expectation and 
perceptions of consumers and, as a result, improve service‖ (Parasuraman et 
al., 1988, p.30).  
Hence, the success of care in generating patient satisfaction is a decisive 
verdict of the quality of care (Donabedian, 1992; Donabedian, 2005). The 
importance of evaluating the quality of medical care was the subject of a very 
important paper by Avedis Donabedian in 1966, which was reprinted in 2005. In 
the mentioned paper, Donabedian (2005) loosely defined quality care as 
―almost anything anyone wishes it to be, although it is, ordinarily, a reflection of 
values and goals current in the medical care system and in the larger society of 
which it is a part‖ (Donabedian, 2005, p.692). Patient satisfaction studies are 
used as tools toward quality improvement (Al-Abri & Al-Balushi, 2014); 
therefore, the evaluation of these services is essential for healthcare providers 
in terms of continuity and competiveness in the medical tourism market. 
Satisfaction is used in quality management for measuring and affecting quality 
and future customer satisfaction. Satisfaction also plays an essential role 
in other related quality fields such as total quality management, 
quality assurance and continuous quality improvement. Total quality 
management (TQM) is based on the belief that customers are the most 
important factor in the organization, which led to the extensive concentration in 
achieving International Standards Organization (ISO) levels of quality (Levis et 
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al., 2008). Quality assurance, on the other hand, refers to ‗all activities 
undertaken to predict and prevent poor quality (Ovretveit, 1992, p.163). 
According to Donabedian (1992), consumers contribute to quality assurance in 
three ways: by defining what quality is, by evaluating quality, and by providing 
information that permits others to evaluate quality. As the issues of defining and 
evaluating quality are inseparable, obtaining information about consumer 
satisfaction is therefore a necessary component of any quality assurance 
activity (Donabedian, 1992). Continuous quality improvement is another 
important approach that focuses on customer perception and satisfaction. 
According to Shortell et al. (1998), while quality assurance is concerned with 
correcting mistakes, continuous quality improvement is concerned with adding 
value. Continuous quality improvement is the ―continuous improvement of the 
process associated with providing a good or services that meets or exceeds 
customer expectations‖ (Shortell et al., 1998, p.594). 
The patient‘s role is essential in evaluating the quality of healthcare. Therefore, 
the importance of strengthening the patient‘s position through participation in 
evaluating the quality of healthcare is emphasized by many parties in the 
dialogue on health policy. This is evident in, for example, the WHO declaration 
on patients‘ rights, governmental reports, statements of professional health 
associations, and in the vast amount of managerial literature in terms of quality, 
consumerism and technology (Bejerot & Hasselbladh, 2001).  
Patient satisfaction is also a fundamental requirement for the success of 
organizations providing healthcare (Donabedian, 1992; Shelton, 2000) and it 
has become an important objective for the organizations of healthcare services 
(Scott & Smith, 1994) to deliver high quality healthcare to ensure satisfied 
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patients (Mead & Bower, 2000; Shelton, 2000). According to Kane and 
Radosevich (2010), there has been more emphasis on patient satisfaction since 
healthcare services have been looked at as an economic commodity.  This is 
supported by Donabedian (1992), who stresses that in quality assurance 
healthcare, patient satisfaction has become a structural feature of the 
healthcare enterprise itself. 
Therefore, the role of consumers as evaluators of the quality of healthcare 
arises from patients‘ satisfaction regarding healthcare and their judgment on the 
quality of healthcare, embodying the patient's expectations and perceptions 
(Donabedian, 1992). According to Donabedian (1992), this role of patients as 
consumers helps motivate them to seek quality care and to collaborate in 
enhancing its success.  Moreover, the patient‘s perspective has become even 
more important with the rise of patient-centred approaches for evaluating the 
quality of medical care (Kane & Radosevich, 2010). Technical quality refers to 
the accuracy of diagnoses and procedures (Babakus & Mangold, 1992). 
Although patients are typically incapable of judging the technical parts of 
medical care, they can determine satisfaction based on service quality elements 
they are familiar with like communication, personal caring and responsiveness 
(Shelton, 2000). Health professionals are learning that surveys generate 
important comprehensive information as patients express their satisfaction with 
care (Delbanco, 1996). However, the development of knowledge production 
from patient satisfaction surveys is still in its infancy (Bejerot & Hasselbladh, 
2001).  
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3.7.1. Empirical Research on the Use of Satisfaction Survey Results 
in Quality Improvement 
Boyer et al. (2006) assessed 261 healthcare professionals‘ opinions on the 
results of inpatient satisfaction surveys and their use within the quality 
improvement process in a French teaching hospital. The researchers found that 
patient-centred surveys were not methodically taken into consideration within 
quality improvement process by healthcare providers in spite of a declared 
interest in patient satisfaction. Similar results were reported in a previous 
research paper by Rankin (2003), who critically analysed information about 
patient satisfaction and the use of knowledge produced, as a necessary 
resource for managing care in Canadian hospitals. The results of his research 
showed that clinical management‘s concern with the information was dominant 
by acquiring knowledge about patients' experiences without using that 
knowledge to making decisions about quality care (Rankin, 2003). This 
approach in making decisions is contrary to what Donabedian (2005) 
suggested, regarding the need for greater neutrality and detachment in studies 
of quality, which should be performed for the purpose of improvement. As he 
puts it, ―More often one needs to ask, ―What is wrong; and how can it be made 
better?‖ instead of, ―What goes on here?‖‖ (Donabedian, 2005, p.196). 
In a qualitative study assessing the attitudes of 24 healthcare professionals 
towards the National Patient Survey Program in England to establish the extent 
to which survey results are used and identify barriers and incentives for using 
them, Reeves and Seccombe (2011), found that detailed and clear benchmark 
information were facilitators for using survey results in addition to survey 
resultsmaking an important contribution to the organization‘s performance 
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ratings. Exceptional healthcare service quality becomes the patient‘s 
benchmark, which they use to compare with other healthcare services (Shelton, 
2000). 
Therefore, the impact of health providers‘ efforts to improve their services can 
be documented through satisfaction surveys (Delbanco, 1996), which are also 
applicable for the financial issues of the healthcare system. According to Kane 
and Radosevich (2010), patient satisfaction surveys are currently implemented 
as a measure of healthcare quality but the results may also be used by 
healthcare organizations for marketing tools, for national accreditation 
measures, and they may also be tied to financial reimbursements to providers. 
Those who shape and change the delivery system and those who pay for care 
are also drawing on patient generated data (Delbanco, 1996). The healthcare 
market place has become increasingly more interested in scores reported in 
patients‘ satisfaction research (Shelton, 2000). According to Shelton (2000), 
third-party payers, which include insurance companies and employers paying 
the bill, recognize that patient satisfaction among their insured clients 
represents a crucial determinant of the competitive strength of their organization 
and these parties will shop elsewhere for healthcare if patients are dissatisfied. 
3.7.2. Empirical Research on Satisfaction and Quality 
Many studies have been conducted to determine patient satisfaction in terms of 
socioeconomic and demographic characteristics and healthcare service 
characteristics. However, there is a dearth of information related to medical 
tourists‘ satisfaction with cross-border healthcare. One of the most prominent 
results of a study performed by Groene et al. (2009) was the lack of research on 
systematic knowledge of the quality of international healthcare. Groene et 
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al. (2009) carried the qualitative study during 2005 and early 2006 investigating 
the viewpoints of 40 patients, 30 healthcare professionals and 3 healthcare-
financing bodies on the safety and patient-centeredness of cross-border 
healthcare.  
However, the following literature review will highlight studies related to these 
factors affecting patients' satisfaction with hospitals care and studies that clarify 
the main dimensions of patients' satisfaction with hospital care. It is worth 
mentioning first that the relative importance of care elements in patient 
satisfaction may change with time and subsequent experiences (Kane & 
Radosevich, 2010) and study findings regarding aspects of patient satisfaction 
are often inconsistent and depend on the setting (Schoenfelder et al., 2010). 
In one of the few studies about medical tourists‘ satisfaction, Doshi‘s (2002) 
study of 121 medical tourists in Malaysian private hospitals found positive 
satisfaction levels between medical tourists with key dimensions such as 
doctors/physicians, nurses, hospital atmosphere, hospital facilities, and hospital 
services.  
Jenkinson et al. (2002) performed a study to determine what aspects of 
healthcare are most likely to influence satisfaction with care in patients aged 18 
and over attending five hospitals within one NHS trust in Scotland. The results 
from the 2249 respondents showed that the major determinants of patient 
satisfaction were physical comfort, emotional support, and respect for patient 
preferences.  
Yildiz and Erdogmus (2004) found similar results while developing a reliable 
and valid SERVQUAL instrument to measure patient satisfaction. The 
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researchers conducted a survey measuring patient satisfaction of the quality of 
healthcare in Turkish hospitals. A questionnaire was developed and a total of 
1100 patients in 31 different hospitals were interviewed. To identify the main 
dimensions of patient satisfaction, they analysed 40 items using principal 
components factor analysis with Varimax Rotation techniques. Five items were 
eliminated during this procedure and 7 interpretable factors, containing 35 
items, were identified and explained 68.03% of the cumulative variation. These 
factors are labelled as : nutritional care, involving items about the quality of 
foods and servings; physician care, a factor which includes items about 
physician care; nursing care, involving items about nursing care; room 
atmosphere, a factor which consists of items about temperature, lighting, airing 
and security of room, and quality of bed; the procedure of incoming patients, 
involving items about the procedure of incoming patients and the personnel who 
do this procedure; room cleanliness, involving the cleanliness of the room, bed, 
toilet and bath; and finally other services, a factor which includes items about 
cafeteria, parking, etc.  
On all scales, hospitals earned mean scores of 3.55 and above. These scores 
were marginally above the midpoint (a score below 3 would indicate a negative 
valence). In evaluating the quality of healthcare systems, in patient satisfaction, 
it was the physician care, nursing care, and nutritional care that had more 
important roles. The instrument reliability and (both construct and discriminant) 
validity were evaluated. The researchers developed an instrument of patient 
satisfaction in this study to provide insights for researchers studying the 
improvement of patient satisfaction with the service quality of hospitals and for 
practitioners, and decision makers. Yildiz and Erdogmus (2004) suggest that 
the dimensions of patient satisfaction which resulted from their study might 
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apply to other developing countries. They also state that the developed 
instrument was satisfactory but that there is a need for continuous evaluation 
and verification of other research. 
Prior to this, Babakus and Mangold (1992), who performed a study in the 
usefulness of SERVQUAL in healthcare, concluded that the SERVQUAL scale 
for assessing patients' perceptions of service quality in the hospital environment 
is reliable and valid in the hospital environment and in a variety of other service 
industries.  
Gonzalez et al. (2005) performed a cross-sectional survey in Spain in four acute 
care general hospitals of the Basque Health Service in order to develop a 
hospital patient satisfaction questionnaire to be administered to patients 
discharged from medical and surgical services. The results from 1910 patients 
reported six dimensions that generally had good internal consistency: 
information and medical care, nursing care, comfort, visiting, privacy, and 
cleanliness. Cronbach‘s alpha exceeded 0.7 for all dimensions, except privacy. 
The overall quality of healthcare and health improvement were both perceived 
high, and comfort was the dimension with the lowest level of patient satisfaction, 
whereas privacy was the most satisfactory. The final validated questionnaire 
included 34 questions, which followed in chronological order the steps from the 
time the patient is admitted to the hospital until discharge. 
Similar dimensions were identified in the patient satisfaction instrument 
developed by Nickel et al. (2010). The researchers conducted a case–control 
study to evaluate the effects of an integrated inpatient healthcare contract 
programme on patient satisfaction and health related quality of life among heart 
disease patients. The results of the study indicated that patient satisfaction with 
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care was the highest among the inpatient healthcare programme patients, 
followed by controls from the same hospitals, and by those from other hospitals. 
In addition, the study revealed that inpatient healthcare programme patients 
would ―definitely‖ recommend the hospital to their friends more often than 
patients belonging to the control groups. However, the inpatient healthcare 
programme reported no effects with regard to patients‘ health-related quality of 
life and health status. In their study, patient satisfaction was measured using 36 
items within the following six dimensions of inpatient care: admission, physician 
care, nursing care, lodging and daily routine, after-care and rehabilitation and 
patient education.  
Nguyen Thi et al. (2002) utilized the Patient Judgments Hospital Quality 
questionnaire to obtain data two weeks after discharge from 533 patients to 
identify factors associated with satisfaction among inpatients receiving medical 
and surgical care for certain diseases. The study revealed that most patients 
were satisfied with the 7 dimensions, which were admission, nursing and daily 
care, medical care, information, hospital environment and ancillary staff, overall 
quality of care and services and recommendations/intentions. Also, the study 
found that the strongest predictors of satisfaction were older age and better self-
perceived health status at admission. 
Some dimensions of patient satisfaction indicated by Yildiz and Erdogmus 
(2004), and Gonzalez et al. (2005) were also indicated in Nguyen Thi et al. 
(2002) and Juwaheer and Kassean‘s (2006) studies of patients‘ satisfaction with 
quality of care. 
Juwaheer and Kassean (2006) studied the predictors and level of patients‘ 
satisfaction across the 5 regional hospitals of Mauritius. Among the various 
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dimensions that were used to measure satisfaction were: admission to hospital, 
attitude to medical staff, attitude to nursing staff, ward/hospital environment, 
patients' amenities, discharge planning and coordination. A questionnaire 
survey was administered using face-to-face interviews with a random sample of 
300 patients. Juwaheer and Kassean (2006) reported satisfaction with the 
overall care received with the following main predictors of patients‘ satisfaction 
with overall care: perception of ward/hospital environment, perception of 
medical staff and perception of nursing staff. The study indicated that the first 
predictor was the perception of the hospital followed by the perception of 
medical staff. On the other hand, perception of nursing staff, perception of 
ward/hospital environment and perception of medical staff were the main 
predictors of a patient's likeliness to recommend the hospital to friends while 
perception of nursing officers, perception of the ward/hospital environment, and 
perception of discharge planning were the main predictors of a patient's 
likeliness to return to the same hospitals. Juwaheer and Kassean‘s (2006) study 
also reported the following attributes of perceptions of the ward/hospital 
environment: clean ward, toilets and bathrooms; appropriate medical 
equipment, with basic furniture; appropriate and clean bed linen, acceptable 
noise level; safety and security and well ventilated hospital. As for the patients‘ 
perceptions of medical staff and of nursing staff, they included competent 
medical and nursing staff, allocation of time to explain any specific 
procedure/treatment, response to patients‘ queries, involvement of patients in 
care and treatment, politeness, professionalism, speaking simple language, 
discussion of patients anxiety and fears and maintaining confidentiality and 
respect of patient privacy. 
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Studies also indicated that patients' satisfaction is affected by doctor's technical 
and interpersonal skills. Cheng et al. (2003) examined patient satisfaction and 
recommendation of a hospital, with a special focus on the correlation of these 
measures to patient ratings of the interpersonal and technical performance of 
the hospital. Data was collected by telephone from 4945 patients who attended 
126 accredited district teaching hospitals with four specific conditions after their 
discharge from hospitals in Taiwan. The results of the study revealed that 
Interpersonal skills were as influential as or more influential than clinical 
competence on patient satisfaction for three of the four disease categories. In 
contrast, technical competence was more influential predictor of 
recommendation by patients in all four disease categories. The overall patient 
satisfaction and recommendation were measured by single-item questions with 
64.2% of patients being satisfied with the hospital care. Interpersonal skills were 
measured by three items: doctors' explanation, attitude, and caring. Technical 
skills were measured by another three items: hospital equipment, clinical 
competence, and the result of treatment.  
These findings were consistent with the results of a later study of Tung and 
Chang (2009) on patient satisfaction and recommendation of a primary care 
provider, which indicated the importance of both technical and interpersonal 
skills of doctors in patient satisfaction and recommendation of a primary care 
provider. The study was conducted in clinics in Taiwan with a total of 1910 
patients. The factors of doctors‘ technical and interpersonal skills were most 
related to overall satisfaction and recommendation with doctors‘ technical skills 
being the most related factor. Other findings of the study revealed that the 
higher scores of patients on the perceived quality of a doctor's technical and 
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interpersonal skills and staff care and access, the higher the probability of  
patients being satisfied with the visit and recommending the clinic to others.   
Similarly, Abioye Kuteyi et al.‘s (2010) study showed that 63.3% of the study 
respondents were generally satisfied with their physician-patient interaction. 
Patient satisfaction was positively associated with adherence intent. The study 
also revealed that patient confidence in the doctor and good communication 
skills and information provision on the part of the doctor were the main 
predictors of patient satisfaction, while patient confidence in the doctor and 
information provision by the doctor were the main predictors of adherence 
intent. The authors emphasized the importance of the development of 
interpersonal skills of physicians in the provision of healthcare. 
Physician-patient interaction was also important for patients in tertiary care. 
Grewal et al. (2009) performed a cross-sectional study in six tertiary care 
hospitals in New Delhi where 49 patients were interviewed. The results of the 
study showed that patients were satisfied with the overall performance of the 
hospital. Satisfaction levels regarding consultants were excellent in terms of 
communication skills of the treating consultant, regular visits to ward rounds, 
treatment satisfaction and the behaviour of the consultant. Satisfaction was also 
excellent with resident doctors in terms of their regularity in visits, promptness of 
attending calls, their communication and attitude towards patients.  Satisfaction 
was very good to excellent with nurses in terms of their promptness in attending 
calls, their behaviour, and punctuality in giving medicines to the patients and 
skills and efficiency in their work. Patients were satisfied with the cleanliness of 
rooms and toilets, electrical maintenance of the room, interior of the room and 
laundry services. Food quality and timeliness of food services and food service 
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etiquettes were satisfactory; however, patients were not satisfied with the food 
taste. 
Similarly, results regarding physician-patient interaction were also found in a 
previous study in a large, municipal emergency department. Boudreaux et al. 
(2000) studied the determinants of patient satisfaction in relation to 
demographic variables, visit characteristics, and patient perceptions. The 
results from 437 patients indicated that patients‘ perceptions of care were more 
important determinants of overall satisfaction than demographics and visit 
characteristics. Results also showed that the main predictors of overall 
satisfaction were the degree to which staff cared for the patient as a person, 
perceptions of safety, understandability of discharge instructions, nurses‘ 
technical skills, and satisfaction with wait times for the physician. The likelihood 
of recommending the hospital to others was associated with the degree to 
which staff cared for the patient as a person, understandability of discharge 
instructions, and perceptions of safety, age, and insurance status. Patient 
satisfaction was assessed based on 22 care-related indicators that measured 
several domains on satisfaction with registration, nursing staff, physician staff, 
wait times, discharge instructions, and other miscellaneous areas 
The findings of Boudreaux et al. (2000) were consistent with the results of a 
more recent study by Schoenfelder et al. (2010), which revealed that patient 
perceptions of received care and services were more important predictors of 
overall satisfaction in surgical patients than demographic variables or visit 
characteristics. Their study indicated that communication between patients, 
surgeons, and nurses was an important dimension to the perceived quality of 
care.  
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In contrast, the communication factor reported the lowest mean satisfaction 
score for patient satisfaction with various physician-led services in a study 
conducted by Al-Doghaither (2004) at King Khalid University Hospital in Saudi 
Arabia with 400 patients. Admission and diagnosis were the highest mean 
satisfaction scores followed by care of the patient. Among the communication 
service items, the highest mean score was reported for physicians providing 
clear explanation about reasons for admission to the patient and family and the 
lowest mean score was reported for physicians asking for opinions about care 
quality and problems. The researcher referred to the problem of communication 
and interaction skills of physicians and recommended a reform in 
undergraduate and continuous education programs to allow capacity building in 
this important area for physicians. 
3.8. Summary 
This chapter has presented a review of the literature including the different 
types and definitions of health tourism and medical tourism. In addition, it has 
reviewed the related literature on medical tourists‘ behaviour and patient 
satisfaction and quality of care. 
The health reasons for travelling specify the form of health tourism. For 
example, some people wish to improve or sustain physical fitness or mental 
wellbeing, while others are interested in alternative medicine to cure certain 
disorders. Then there are those who are interested in conventional medicine to 
diagnose and/or treat ailments or medically enhance their physical appearance.  
The literature indicates that there are no internationally agreed upon definitions 
of health tourism as well as medical tourism. This is evident in the diverse range 
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of definitions, scoping and typologies of health tourism that are given in the 
literature. Health Tourism ranges from spas to surgical operations, representing 
mainly three different but possibly intersectional types: Wellness Tourism, 
Curative Tourism, and Medical Tourism. However, there is still not much 
agreement over the different typologies of health tourism in the literature 
including what types of treatment should be included in medical tourism. The 
short history and rapid rise of medical tourism, as Connell (2013) puts it, could 
also be a good reason for this. Medical tourism in its current form is still a 
relatively new phenomenon that is different from the traditional mode, whereby 
patients travel to developing countries to seek healthcare services rather than 
heading to more developed countries. Moreover, the concept of medical tourism 
has expanded from focusing on patients only to focusing also on patients' 
healthy companions and the tourist activities they can enjoy. 
Regarding tourists' activities, the literature reveals that information about tourist 
activities is rarely collected and evaluated and little is known about tourists' 
actual behaviours in terms of activities and specific locations visited. However, 
results of the few studies on the activities of international patients and their 
companions during their stay at medical tourism destinations indicate that the 
main activities they and/or their companions enjoyed were touring, shopping, 
relaxing and visiting friends/relatives. Information on tourist activities is 
important to tourists, policy makers and business managers as well as 
academic researchers who assist decision makers in the health and tourism 
industry by studying tourist behaviour. 
In terms of sources of information for consumers of medical services, the 
literature review has identified the following sources: experience and 
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recommendations from friends; direct advice from doctors, professional 
knowledge about healthcare facilities available in other countries; health 
insurance companies; the hospital‘s reputation; media, including newspapers, 
magazines, radio, or television; in-ﬂight magazines and informative websites 
used in marketing for patients and familiarity with healthcare services. 
Many push and pull factors that encourage a patient‘s decision to acquire 
healthcare services abroad have been found in the literature. However, these 
factors were mostly theoretical. There are ten comprehensive push or pull 
factors for international healthcare travel discussed in detail in this literature 
review: waiting time, prices of healthcare services, quality, good availability of 
certain types of treatments and equipment for healthcare abroad, and disease 
characteristics, information and relative familiarity with foreign healthcare, 
administrative burden, insurance coverage and medical arrangements, medical 
culture, culture, language and religious factors, patient characteristics and 
personal preferences: mobility and distance; privacy and lifestyle changes; 
political climate and the attitudes of governments and hosts towards cross-
border patients and law; health risks factors and finally added benefit of a 
holiday. All these comprehensive factors can be grouped mostly into the 
following five aspects: cost, quality, informational, institutional and personal. 
As for the core of the Medical Tourism product, healthcare services have been 
reviewed in terms of patient satisfaction and its importance in evaluating quality 
of healthcare. Many studies have been conducted to determine patient 
satisfaction including patients‘ socioeconomic and demographic characteristics 
and healthcare service characteristics. However, there is a dearth of information 
related to medical tourists' satisfaction with cross-border healthcare. 
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The literature emphasizes the role of patients in evaluating healthcare services 
for contributing to the organization‘s performance. Key dimensions of patient 
satisfaction have been identified in many studies including: doctors/physicians, 
nurses, hospital atmosphere, hospital facilities, and hospital services (Doshi, 
2002); nutritional care, physician care, nursing care, room atmosphere, the 
procedure of incoming patients, room cleanliness and other services factor 
which includes items about cafeteria, parking, etc. (Yildiz & Erdogmus, 2004); 
information and medical care, nursing care, comfort, visiting, privacy and 
cleanliness (Gonzalez et al., 2005); admission, physician care, nursing care, 
lodging and daily routine, after-care and rehabilitation, patient education (Nickel 
et al., 2010); admission, nursing and daily care, medical care, information, 
hospital environment and ancillary staff, overall quality of care and services and 
recommendations/intentions (Nguyen Thi et al., 2002); admission to hospital, 
attitude to medical staff, attitude to nursing staff, ward/hospital environment, 
patients' amenities, discharge planning and coordination (Juwaheer & Kassean, 
2006); registration, nursing staff, physician staff, wait times, discharge 
instructions, and other miscellaneous areas (Boudreaux et al., 2000); and 
finally, communication between patients, surgeons, and nurses (Schoenfelder 
et al., 2010). Studies have also focused on the importance of physician- patient 
interaction and the physician‘s interpersonal skills (Cheng et al., 2003; Grewal 
et al., 2009; Tung & Chang, 2009; Abioye Kuteyi et al., 2010, Schoenfelder et 
al., 2010). Furthermore, the literature review also indicates another issue 
concerning the limited use of knowledge from patient satisfaction surveys 
(Bejerot & Hasselbladh, 2001).  
Overall, reviewing the literature indicates that a knowledge gap exists in the 
area of medical tourism in general. Most of the literature deals with theoretical 
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knowledge rather than empirical studies. Empirical research dedicated to the 
medical tourist activities, medical tourists‘ sources of information, motivation of 
patients in seeking healthcare overseas is generally lacking while most of the 
knowledge in the literature is based on assumptions. The same also applies for 
medical tourists' satisfaction with the quality of care. The majority of studies 
found in the literature deal with general patients and there is very little research 
dedicated to international patients. Medical tourists might have different 
characteristics, use different sources of information, have different motivations 
to seek medical services and also they might have different views of the quality 
of services rendered to them. Moreover, the issue of after-care in the case of 
medical tourists needs to be thoroughly studied since more patients are seeking 
healthcare abroad.  
Although the number of people travelling for the purpose of acquiring healthcare 
services abroad has grown quite rapidly, coupled with the increase in the speed 
of travel and the emerging of certain countries and healthcare facilities as 
medical tourist destinations, nevertheless, medical tourism research is lacking 
and needs more attention from academics, healthcare service providers, 
tourism managers and policy makers.  
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4. Methodology 
 
4.1. Introduction 
Research is a multi-stage process that is rarely direct. It calls for forward 
planning and the continuous reflecting on and revising of stages during its 
course (Saunders et al., 2009). For the purpose of producing this thesis, various 
research methods were reviewed and studied to provide the researcher with 
knowledge and skills needed to conduct this research project. The research 
process for this thesis will be detailed in this chapter. This course of action is 
important to permit another researcher to repeat the research as scientific 
research should be replicable (Blumberg et al., 2005). In social sciences, 
realists interpret replication as an attempt to confirm the structure and 
procedures used in the original research under similar conditions (Robson, 
2002). 
This research comprises considerations of certain aspects of the medical 
tourists‘ acquisition and experience of healthcare services based on an 
exhaustive review of literature. A critical review of the literature is crucial to 
developing an in-depth insight of the focus of study by critically discussing 
previous and related literature, and by drawing out main ideas and presenting 
them in a logical way that will lead to subsequent research stages (Saunders et 
al., 2009). This research project involved an exhaustive review of the literature 
mainly at its early stages but also over the span of its entire course (see also 
figure 4.1). 
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There are three types of literature sources available: published and unpublished 
primary sources, secondary sources, and tertiary sources (Saunders et al., 
2009). For the purpose of conducting this research, all three types were used. 
Tertiary sources, or ‗search tools‘ are intended to assist in tracing primary and 
secondary literature, or to introduce a topic (Saunders et al., 2009). Therefore, 
tertiary sources were used in this research - by means of internet format mainly 
- such as indexes, abstracts and bibliographies. Looking at the case study for 
this thesis (see Chapter 2) required the review of mainly primary literature 
including reports, and international, regional and local governmental and non-
governmental agencies‘ publications such as ‗White Papers‘ and planning 
documents. The researcher had difficulties in locating and obtaining some of 
these primary sources, especially the local governmental publications in Jordan. 
This problem with primary resources seems common, which is why they are 
referred to sometimes as ‗grey literature‘ (Saunders et al., 2009). For the 
purpose of reviewing the available literature of medical tourism, secondary 
literature sources were mainly used including academic journals, professional 
journals, books, newspapers, conference proceedings and theses. Secondary 
literature sources are the subsequent publication of primary literature (Saunders 
et al., 2009). 
The chapter at hand is constructed to present the methodology for this 
research, and the research methods used in collecting and managing the data 
generated from this study. This research uses a mixed-methods case study 
approach, consisting of a questionnaire and semi-structured interviews as 
primary sources of data. All the methods and techniques chosen are addressed 
analytically.  
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Exhaustive Review of Related Literature 
 
     
Research Aim 
Type 
 Descriptive  Exploratory 
     
Objectives 
Covered 
 Objectives 1,2,3 And 4  Objectives 1,2,3 
     
Research Type  Quantitative  Qualitative 
     
Administration 
Type 
 Interviewer-Administered  Interviewer-Administered 
     
Instrument Type  Questionnaire  Interviews 
     
Method Weight  Main  Supportive 
     
Questions Type  Structured  Semi-Structured 
     
Questions 
Preparation 
 
Questions Developed: Objectives 1 and 2 
Instrument Adaptation: Objectives 3 and 4 
 
Questions Transcribed for 
Objectives 1,2,3 
     
Data Collection 
Order 
 Concurrent 
     
Analysis Type  
Univariate 
Bivariate 
Multivariate
6
 
 
Qualitative Content 
Analysis 
     
Pre-Testing  
Questionnaires (English And Translated Arabic) 
Revised By Two Experts 
 Revised By Two Experts 
     
Pilot Testing  Yes  Yes 
     
Pilot Testing Size  20  2 
     
Pilot Sample Type  Convenient  Convenient 
     
Study Sample 
Size 
 302  20 
     
Sampling Type  Convenient  Systematic 
     
Analysis Order  
                       
                    First -----------------  Sequential  ----------------- Second 
 
     
Data integration  Interpretation Level (Final Level)  
Analysis Level (Second 
Level) 
   
 
Results and Discussion of Main Findings 
 
 
Figure 4.1: Research framework and phases 
(Source: Author) 
                                                          
6
 See also Table 4.4 
172 
 
During the course of this chapter, this research framework and phases will be 
presented (see Figure 4.1). Following this introduction, the aim and objectives 
of this thesis are reinstated.  The remaining sections are dedicated to details of 
research methods considerations involved in this research  including: research 
design, the case study approach, research settings, research sample (the study 
population, the sampling frame and the sample type), sample size, choice of 
research methods and design of instruments (face-to-face questionnaires and 
semi-structured interviews), issues regarding research methods (suitability, the 
interviewer, formal versus personal interview style, standardization and use of 
mechanical aids), ethical considerations, research procedures and data 
collection, pilot testing and data analysis. 
4.2. Restating the Aim and Objectives 
The most important part of research is the process of formulating and clarifying 
the focus of study (Saunders et al., 2009). The primary aim of this thesis is to 
―explore the acquisition and experience of medical tourism in Jordan‖ through 
the international patients‘ perspective. 
In order to fulfil the aim of this thesis, the profile of medical tourists and their 
decision making as well as aspects of their visits to Jordan are identified. 
Furthermore, this study makes reference to their level of satisfaction with the 
core product of medical tourism reflected by their perceptions of the quality of 
healthcare in private hospitals in Jordan, the main providers of healthcare 
services to international patients. This course of research can be translated into 
the four objectives of this study, as has been stated in the Chapter 1 of the 
thesis The aim, objectives and research questions have been presented in 
Chapter 1 of this thesis (see also Figure 4.2 of the current chapter): 
173 
 
Objective 1: To identify the characteristics of the medical tourists visiting 
Jordan. 
Objective 2: To determine the factors that shape medical tourists‘ decision to 
bypass their local healthcare for a Jordanian healthcare facility. 
  AIM 
To Explore the Acquisition and Experience of Medical Tourism in Jordan 
Objectives  Research Questions 
1. To identify the characteristics of the medical 
tourists visiting Jordan. 
 What are the demographic 
characteristics of medical tourists 
coming to Jordan? 
 What are the characteristics of the 
medical tourists‘ visit in Jordan? 
   
2. To determine the factors that shape medical 
tourists‘ decision to bypass their local healthcare 
for a Jordanian healthcare facility. 
 What are the medical tourists‘ sources 
of information regarding medical 
treatment in Jordan? 
 What are the factors encouraging 
medical tourists to travel to Jordan to 
acquire healthcare services? 
   
3. To identify the levels of satisfaction held by 
medical tourists towards their patient experience in 
Jordan. 
 What are the levels of satisfaction held 
by medical tourists towards their patient 
experience in Jordan? 
   
4. To translate, adapt and validate a patient-
centred quality of care instrument and assess its 
psychometric properties among international 
inpatients in private hospitals in Jordan. 
 Is the patient-centred quality of care 
instrument a reliable and valid 
questionnaire for overseas inpatients of 
private hospitals in Jordan? 
 
Figure 4.2: Aim, objectives and associated research questions 
(Source: Author) 
Objective 3: To identify the levels of satisfaction held by medical tourists 
towards their patient experience in Jordan. 
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Objective 4: To translate, adapt and validate a patient-centred quality of care 
instrument and assess its psychometric properties among international 
inpatients in private hospitals in Jordan. 
4.3. Research Design 
The purpose of the descriptive study is to portray a truthful profile of persons, 
events or situations (Robson, 2002) and to ―observe, describe, and document 
aspects of a situation as it naturally occurs and sometimes to serve as a starting 
point for hypothesis generation or theory development‖ (Polit & Beck, 2004, 
p.192).  
Many popular medical tourism destinations are starting to appear in the 
academic literature; however, rigorous empirical data on medical tourism is 
limited (Behrmann & Smith, 2010) and Jordan is no exception. An exploratory 
descriptive design was therefore used to investigate the nature of medical 
tourism in Jordan. A face-to-face questionnaire with a sample of 302 
participants established the broad contours of this unexplored field of study in 
Jordan, combined with short semi-structured interviews which included a 
sample of 20 participants to explore further elements of the medical tourists‘ 
experiences. This thesis used an empirical quantitative and qualitative approach 
with theoretical literature-based solution-driven style. The mixed-methods 
approach in this research adopted a concurrent triangulation strategy. 
Triangulation is a research strategy that involves  
looking at the same phenomenon, or research question, from 
more than one source of data. Information coming from 
different angles can be used to corroborate, elaborate or 
illuminate the research problem (Decrop, 1999, p.158). 
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Greene et al. (1989, p.256) explain, 
The core premise of triangulation as a design strategy is that 
all methods have inherent biases and limitations, so use of 
only one method to assess a given phenomenon will 
inevitably yield biased and limited results. However, when 
two or more methods that have offsetting biases are used to 
assess a given phenomenon, and the results of these 
methods converge or corroborate one another, then the 
validity of inquiry findings is enhanced. 
Concurrent or non-sequential techniques, involve the use of ―both quantitative 
and qualitative approaches simultaneously‖ during data collection (Hewson, 
2006, p.179).  According to Creswell (2009), when employing a concurrent 
approach, the investigator integrates the data in the interpretation phase. In this 
research, data integration was mainly implemented at the interpretation phase. 
Since the data analysis was sequential, as data analysis of the quantitative 
method in this research has taken place before data analysis of the qualitative 
method, this resulted in integrating the data from the quantitative method during 
the analysis phase of the qualitative method. According to Bryman (2007, p.8), 
The issue of whether mixed-methods research components 
are related to each other or are either totally or largely 
independent of each other can threaten the degree to which 
researchers link their findings from quantitative and 
qualitative methods.  
In order to tackle this issue, both methods in this research were designed to 
meet the same first three objectives, while the final objective was met through 
the use of the quantitative method (see Figure 4.2).  
When it comes to the issue of whether both methods are to be given equal 
weight, or one given priority over the other, Hewson (2006, p.180) states: ―this 
will depend on the individual researcher‘s goals and orientation as well as the 
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nature of the research question‖.  Therefore, the researcher decided to prioritize 
the quantitative methods and give the qualitative methods a supportive role. 
As this study investigates the phenomenon of medical tourism through the 
international patients‘ perspective, it adopted a demand side approach. 
Therefore, issues including the supply side, the supply and demand 
considerations, and the impact on destination and source countries in terms of 
both; individual and system level, were beyond the scope of this research. 
4.4. Case Study Approach 
Contrary to misconceptions regarding case studies, they can be performed by 
using either qualitative or quantitative evidence (Yin, 1981). According to Yin 
(1981, p.59), ―as a research strategy, the distinguishing characteristic of the 
case study is that it attempts to examine: (a) a contemporary phenomenon in its 
real-life context, especially when (b) the boundaries between phenomenon and 
context are not clearly evident‖. Although the case study method has been 
criticised for sampling and subsequent generalization (Gomm et al., 2000), it is 
an ideal type of empirical investigation of a particular contemporary 
phenomenon or a complex situation by concentrating on a single case (Yin, 
1981; Robson, 2002). Indeed, investigating this contemporary and compound 
phenomenon of international healthcare would have been extremely difficult 
without concentrating on a case study that provides a real-life context. 
Furthermore, the case study approach emphasises more in depth research 
within the case study context. Chapter 2 discussed in detail the reasons behind 
the choice of Jordan as the particular case study (see also section 1.5. of 
Chapter 1). 
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4.5. Research Settings 
This study was undertaken in 7 private hospitals in Amman, the capital of 
Jordan. They included the Islamic Hospital, Al-Khalidi Medical Centre, Arab 
Medical Centre, Speciality Hospital, Al-Essra Hospital, Isteklal Hospital, and Ibn 
Al-Haytham Hospital. Details regarding the choice of these particular hospitals 
will be presented in this section and the following section. 
As has been mentioned earlier in this thesis, there are 58 private hospitals 
around Jordan and 39 of them are located in Amman (MoH, 2007). The private 
hospitals in Amman are considered to be the principal providers of healthcare 
services for international patients in Jordan. However, not all private hospitals in 
Amman can provide healthcare services for large numbers of international 
patients. According to Dr Ratib Hinnawi (2005), head of the Medical Tourism 
Directorate at the Jordanian Ministry of Health (MoH), there are 10 private 
hospitals in Amman that attract most international patients. These 10 hospitals 
comprise of 1468 hospital beds (52%) of the overall 2825 hospital beds for 
private hospitals in Amman (MoH, 2007) and were all approached to take part in 
this research (see Table 4.1) (see also Appendix 8). 
4.6. Research Sample 
The ‗population‘ is simply the group of individuals in which we are interested 
(Burgess, 2001). The target population for this study was all patients coming 
from abroad to acquire healthcare services in Jordan. The accessible patient 
population was international patients who were staying in hospitals.  
Providers of healthcare services for international patients in Jordan are mainly 
in the private sector. According to the Jordan National Agenda Committee 
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(2005), four private hospitals in Amman attract more than 60% of the Arab 
patients who come to Jordan to acquire healthcare services. In principle, the 
survey population should be the same as the target population, but in practice it 
might differ (Smith, 1995). In this study, the population, from which the sample 
was actually drawn, came mainly from the private hospitals.  Royal Medical 
Services hospitals (military hospitals), public hospitals and university hospitals 
were excluded because of their low numbers of patients from overseas. 
Furthermore, only 10 private hospitals from the private sector were approached, 
all of which were in the Amman area (see Table 4.1). 
Table 4.1: Approached hospitals‟ bed distribution and participation status 
Hospital Name 
Number of 
beds 
Participation 
Jordan Hospital  252 Did not respond 
The Islamic Hospital  237   
Al-Khalidi Medical Centre  160   
Speciality Hospital  150   
Arab Medical Centre  144   
Al-Essra Hospital  125   
King Hussein Cancer Center 118 Refused to participate 
Istishari Hospital (Al-Estishari) 108 Did not respond 
Isteklal Hospital (Al-Istiqlal) 100   
Ibn Al-Haytham Hospital  74   
Total for hospitals who participated 990 7 out of 10 
Total overall for 10 approached 
hospitals  1468 
(Source: adapted from Ministry of Health (MoH) 2007 and Author‘s field work) 
Of these, only 7 hospitals participated in this study as two hospitals did not 
respond to the researcher‘s request for permission; another hospital, King 
Hussein Cancer Center, refused the researcher‘s request for permission. The 
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Center cited that the researcher, the author of this thesis, had not undertaken a 
specific research training course mandated by their research ethics committee 
for anyone who wants to conduct or is involved in human research activities 
at King Hussein Cancer Center.  
The total number of hospital beds for the seven hospitals who participated in 
this research was 990 beds at the time of the study (see Table 4.1). This 
represented 30% of the total hospital beds in all private hospitals in Amman and 
67% of the total hospital beds in the ten private hospitals in Amman which 
attract medical tourists (MoH, 2007). 
A sampling frame is used to determine the group of individuals which is 
representative of the population (Singleton & Straits, 2001). Obtaining data by 
sampling enables generalization from the sample to a larger population, which 
is a fundamental objective of quantitative research (Finn et al., 2000). When 
there is no adequate list of individuals in the population, sample selection 
proceeds in stages (Singleton & Straits, 2001).  
In the present study, two stages of sampling frames were used. The first 
sampling frame was the list of hospitals in Jordan, which was collected from the 
Ministry of Health (see Appendix 8). All hospitals known for not providing 
healthcare services to international patients were immediately ruled out, and 10 
private hospitals were considered for the purpose of this study. The second 
sampling frame was the list of patients in the selected hospitals. Daily 
computer-generated lists of inpatients, supplied by each hospital, were revised 
by the researcher, and all patients who did not meet the inclusion criteria – 
which are explained later in this chapter – were excluded from the study.  
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The sample is the sub-set of the population that is chosen as a representative 
of all the group of individuals in the population. The sample population for this 
study included only overseas inpatients. Reasons for not including overseas 
outpatients were, first, because of anticipated difficulties in finding appropriate 
times and places for conducting interviews with outpatients (e.g., waiting rooms 
in hospital clinics). Secondly; and more importantly, it was very difficult to find 
an immediate list of outpatients. 
Therefore, given these circumstances in this research, with regard to the 
sampling frame, the sample population and the fact that a hospital‘s lists of 
inpatients usually changed whenever patients were admitted and/or discharged, 
a convenient sampling process was used to recruit participants according to 
their availability in the hospitals at the time of data collection. In nonprobability 
sampling, randomization is not important in selecting a sample from the 
population of interest. Rather, subjective methods are used to decide which 
elements are included in the sample. However, to lessen the impact of a non-
random convenience sample, certain controls were used within this research 
design. These controls included approaching every single available inpatient 
who met the criteria, thereby ensuring the results were more representative of 
the population. Furthermore, the questions being asked by this research were 
adequately answered by using this sample. 
A systematic sample of participants in the semi-structured interview was used 
where every 10th respondent from the face-to-face respondents was asked to 
take part in the semi-structured interview. If the respondent refused to further 
participate, then the next respondent of the questionnaire was asked and so 
forth. Nonprobability sampling is a sampling technique where the samples are 
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gathered in a process that does not give all the participants or units in the 
population equal chances of being included. This systematic sample was 
started with a random choice (draw) from a number of overseas patients of the 
first available list after the 9th performed questionnaire. Twenty semi-structured 
interviews were targeted and performed. 
The inclusion and exclusion criteria were identified by the researcher to meet 
the objectives of this study. The inclusion criteria were all inpatients that lived 
abroad at the time of data collection. Expatriates residing in Jordan were 
excluded from the sample as they do not fit with the definition of medical 
tourism activity since they are using their local healthcare services for medical 
treatment. All Jordanians were excluded unless hospital staff indicated clearly 
that they resided outside Jordan (Jordanian expatriates) at the time of the study 
(which applied only in one case). There were also two additional exclusion 
criteria based on ethical grounds.  First, all patients in the Intensive Care Units 
(ICUs) and Coronary Care Units (CCUs) were excluded from the study either 
because they were unconscious or were so ill that their capacity to give 
informed consent was severely limited. Second, patients under 16 years of age 
were also excluded from the study since they were unable to give their full 
consent to participation in the research independently of parents and guardians. 
The seven hospitals who participated supplied daily computer-generated lists of 
inpatients with data that included room number, name of the patient, and 
nationality. The researcher always asked a quick screening question to refine 
―the pool of prospective respondents‖ (Smith, 1995, p.46) just to those with the 
desired attributes, and to ensure that the inpatients met the inclusion criteria. 
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This question asked: ―Is Jordan your country of residence?‖ If the answer was 
yes, the researcher thanked the inpatient and did not start the data collection.  
4.7. Sample Size 
One of the considerations in this study was the suitability of the sample size for 
data analysis. Principal Component Analysis (PCA) and Factor Analysis were 
utilized to determine the reliability and factor structure of part of the face-to-face 
questionnaire, as will be explained later in the choice of data analysis section of 
this chapter. Sample size is one of the main determinants of whether or not a 
particular data set is suitable for factor analysis (Pallant, 2005). Although there 
has not been unanimity regarding the size of the sample, size is a key 
determent of reliability of the factors developing from using factor analysis 
(Bryman & Cramer, 2005). In factor analysis, Kaiser–Meyer–Olkin (KMO) 
criterion of sampling adequacy is accurate when the sample size exceeds 250; 
however, on condition that the sample size is larger than 200, it is best to use a 
Scree Plot (Field, 2005).  
Choosing the sample size is usually constrained by time, money and other 
factors. The cost of the methods used in this study was a constraint, as well as 
the time needed for data collection and also the nature of the participants. The 
participants in this study were hospital inpatients undergoing medical 
interventions. Therefore, interviewer-administered methods had to be used for 
data collection. In applying such methods, the burden of writing down the 
responses lies with the interviewer rather with the respondent. Since the 
researcher in this case was the sole interviewer of all the participants, the 
survey was time consuming. Interviewer-administered methods are indeed time 
consuming and can be extremely costly especially when around 7 different 
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locations are involved; therefore, the researcher undertook a small survey in 
which costs were kept low. 
Hence, with the approval of the supervisor of the thesis, a sample size of 300 
inpatients was decided by the researcher for the quantitative part of the study, 
which utilised a face-to-face questionnaire. Another two inpatients were added 
by the researcher in case there was any major missing data in the respondents‘ 
questionnaires. Data was collected from the 302 inpatients who agreed to 
participate in the study out of the 331 inpatients that were initially approached 
for the purpose of this study (see Table 4.2.). The response rate of 91% was 
exceptionally good. This high response rate may have been due to a number of 
reasons, including the fact that this study used a face-to-face approach as a 
recruitment procedure for participation in the study, and a face-to-face 
instrument for data collection. Sitzia and Wood (1998) found that this type of 
recruitment approach and this type of instrument were associated with 
significantly higher response rates than studies of patient satisfaction that used 
a mail approach. Furthermore, the subjects of this study were inpatients at the 
hospitals during the recruitment and the consequent data collection processes. 
These subjects were admitted to the hospital and stayed overnight or for 
several days, and most probably had very little in the way of distractions or 
entertainment. As overseas inpatients, they were unlikely to receive many 
visitors since they were in a foreign country. Quite possibly they saw 
participating in this study as a way of passing time or else were interested in 
sharing their experiences of travelling to Jordan for medical purposes and 
answering questions about the research subject.  
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As for the qualitative part of the study, the researcher decided on a sample size 
of 20 inpatients for the qualitative semi-structured interviews. According to 
Silverman (2006), gathering a genuine understanding of people‘s experiences 
by acquiring answers to all related questions and not sample size is the most 
key concern in qualitative research. 
Table 4.2: Face-to-face questionnaire response rate 
Hospital Name International 
Inpatients 
Approached 
International 
Inpatients 
Participated 
Response 
Rate 
The Islamic Hospital 107 98 91.6 
 Al-Khalidi Medical Centre 58 54 93.1 
Arab Medical Centre 56 51 91.1 
Speciality Hospital 31 27 87.1 
Al-Essra Hospital 31 29 93.5 
Isteklal Hospital 25 22 88.0 
Ibn Al-Haytham Hospital 23 21 91.3 
Total 331 302 91.2 
(Source: Author‘s fieldwork) 
As was mentioned, a systematic choice of every 10th respondent from the face-
to-face questionnaire was asked to participate in the semi-structured interviews 
over the span of the field work for this research. In the semi-structured 
interviews, the participants were asked four open-ended questions. However, 
although they were encouraged to answer as many questions as possible, not 
all participants answered all questions. Seven participants answered all four 
questions, another nine answered the first three questions, and four participants 
answered only two questions - number 2 and number 3. There might have been 
two reasons for this. First, the researcher carried out the writing down of the 
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participants‘ answers.  The use of a tape recorder might have been helpful, as 
the researcher could have concentrated, listened and responded better, and the 
interviews could have flowed better without the distraction of note-taking. 
Unfortunately, all participants refused the use of a tape recorder.  The note 
taking process was time consuming for the both the researcher (the note taker) 
and the respondents (the patients). It was also possibly tiring for some patients 
especially as it was conducted immediately after performing the 30-minute face-
to-face questionnaire, which might have influenced their decision to take part in 
the semi-structured interview or for those who did take part, in not answering all 
the questions. Second, the participants who did not answer all the questions 
indicated that their answers were already covered by the answers they had 
given in the closed-ended questions in the face-to-face questionnaires and 
therefore they had nothing more to add. 
Performing the daily targeted quota of five face-to-face questionnaires a day 
was a particularly exhausting process for the researcher. The unapproachability 
of patients at times due to sleep, rest, meals, having treatment, having a doctor 
visit, or being out of their rooms for scans or tests forced the researcher to visit 
2 and sometimes up to 3 hospitals a day in different areas in Amman to be able 
to reach the number of face-to-face questionnaires and semi-structured 
interviews within the frame time of the study. It is worth mentioning here that 
most of these patients had serious medical conditions. Furthermore, sometimes 
visits to hospitals, even after a week, generated no new international patients as 
the existing ones would have participated in the study. Therefore, the 
researcher had to perform continuous rounds of the targeted hospitals over the 
span of the study. 
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Out of the systematic sample of 32 patients approached for the semi-structured 
interviews, the number of patients who refused to participate was 12, causing a 
response rate of 62.5%. Out of the 20 respondents of the qualitative tool, 4 
were females and 16 were males. Table 4.3 shows a summary of semi-
structured interviews sample‘s demographics. 
Table 4.3: Semi-structured interviews sample‟s demographics summary 
Interview no. Participant Gender Age Nationality 
1 Respondent A Male 65 Iraqi 
2 Respondent B Male 29 Iraqi 
3 Respondent C Male 52 Iraqi 
4 Respondent D Male 47 Saudi 
5 Respondent E Male 37 Sudanese 
6 Respondent F Male 64 Sudanese 
7 Respondent G Female 34 Sudanese 
8 Respondent H Male 25 Yemini 
9 Respondent I Female 24 Sudanese 
10 Respondent J Male 21 Sudanese 
11 Respondent K Male 44 Yemeni 
12 Respondent L Male 70 Libyan 
13 Respondent M Male 46 Sudanese 
14 Respondent N Male 62 Sudanese 
15 Respondent O Female 45 Yemeni 
16 Respondent P Male 39 Palestinian 
17 Respondent Q Male 50 Sudanese 
18 Respondent R Female 42 Sudanese 
19 Respondent S Male 16 Sudanese 
20 Respondent T Male 50 Libyan 
(Source: Author‘s fieldwork) 
No monetary or non-monetary incentives were offered to the participants of this 
research. 
4.8. Choice of Data Collection Methods 
Since the sample consisted of inpatients, most of whom had been admitted to 
hospital because of serious illnesses or a surgical health condition, the 
researcher decided to obtain the quantitative and qualitative data through 
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interviewer-administered methods. Questionnaires do not usually involve 
interviewers as respondents complete the questions on their own (Finn et al., 
2000). However, questionnaires are sometimes interviewer-administered. 
According to Chisnall (2004), there is considerable diversity in methods of 
questioning and in styles of interviewing. Questionnaires may be self-
administered or conducted by face-to-face personal interviewing. A respondent-
administered or self-administered questionnaire is when the respondent either 
fills in a hard copy that was handed out to him or sent by mail. The other form of 
self-administered questionnaire is when the respondent fills an electronic 
version, a soft copy made available online or one sent by e-mail. On the other 
hand, the interviewer-administered or face-to-face administered questionnaire is 
when the interviewer fills in a hard or soft copy of the questionnaire with the 
answers provided by the respondent either in person, personally over virtual 
programs and applications, or in an over the phone interview. Interviewer-
administered questionnaires or face-to-face questionnaires are essentially 
structured interviews (Sim & Wright, 2000). The main research method in this 
study was a structured interview. As Finn states, ―this type of interview is 
associated with the survey style of research where a standard interview 
schedule is designed to answer a series of specific questions on a face-to-face 
basis" (Finn et al., 2000, p.73). Therefore, the term ‗face-to-face questionnaire‘ 
was used to describe the quantitative part of this study. According to Holbrook 
et al. (2003), the advantages associated with face-to-face surveys are the 
quality of both the responses and response rates.  
Semi-structured interviews are used to ensure that specific sets of topics are 
covered to obtain related information for qualitative research purposes (Polit & 
Beck, 2004). Qualitative interviewing seeks more information and understanding 
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of the study topic (Johnson, 2001), while according to Warren (2001), the 
qualitative interview aims to understand the meaning of respondents‘ 
experiences in an extensive way. Furthermore, the semi-structured qualitative 
interview gives respondents the freedom to express their views on specific 
questions, and the time to provide detailed information (Polit & Beck, 2004).  
Therefore, a short semi-structured interview with four open-ended questions 
were designed to depict freely further participants‘ views and elaborations on 
their sources of information about healthcare in Jordan, factors encouraging 
them to travel to seek treatment in Jordan, their evaluation of their inpatient 
experience, and their main activities during their stay in Jordan. 
4.9. Design of the Research Instruments  
The first instrument was a structured face-to-face questionnaire. In research, 
there is a ―critical need for expert planning of questionnaires‖ (Chisnall, 2004, 
p.133). Therefore, exhaustive literature review and first-hand knowledge was 
used to design this main research instrument. The second instrument was a 
semi-structured interview. The two instruments were used to elicit both 
quantitative and qualitative data from the participants of the study. 
Since problems associated with questions wording can threaten the validity of 
respondents‘ answers (e.g. leading questions), researchers should consider the 
wording of individual questions prior to the order in which they appear in the 
questionnaire (Saunders et al., 2009). However, the order of questions in 
research is as important as the wording style. Order effects refer to the matter 
where preceding questions have activation and information functions in a 
survey research (Strack, 1992).  
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Yea-saying or acquiescence is related to the tendency to give positive 
responses (Holbrook et al., 2003). This can also threaten the validity of 
respondent‘s answers in questionnaires. In order to reduce this form of bias, a 
mix of positively and negatively worded questions is used (Holbrook et al., 
2003). However, opposing views see that this way of wording does not solve 
possible acquiescence bias and that inversely related items confuse 
respondents and can be problematic to an item‘s reliability, reflecting less 
accurate answers (Krosnick, & Presser, 2010). 
The questions in the questionnaire were worded, transcribed and presented in 
an order that minimizes researcher and respondent bias. According to Strack 
(1992, p.1), ―the survey researcher controls the sequence in which the 
questions are presented‖. In this research, the qualitative questions were 
presented in a more flexible order. 
4.9.1 The Face-to-Face Questionnaire 
The questionnaire (Appendix 3) has five sections related to: demographic data, 
the characteristics of the participants‘ visit to Jordan, and three other sections 
with five-point Likert scales in relation to: source of information, motivation to 
acquire medical services in Jordan (push and pull factors), and the instrument 
for measuring the level of patient satisfaction developed by 
Yildiz and Erdogmus in 2004 after obtaining the researchers' permission 
(Appendix 7). The Arabic version of the questionnaire (Appendix 4) and 
quantitative questions were developed following a thorough review of the 
literature, except for part four of the questionnaire, which included the 
instrument developed by Yildiz and Erdogmus in 2004 for measuring patient 
satisfaction. 
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The original instrument (Yildiz & Erdogmus¸ 2004) was translated into Arabic by 
two certified translators. Both translators got in contact to discuss their versions 
and to agree on a unified version. After that, the unified Arabic version was back 
translated into English by another translator to ensure semantic uniformity 
between the original and the translated instruments. Finally, the back translated 
versions were revised and compared with the original tool by a committee of 
two research experts in public health and nursing to verify that the translations 
covered all aspects of the original instrument and that it ensured a culturally 
sensitive and appropriate questionnaire. ―Choosing the right translators and 
committee members is key aspect that must be considered to enhance the 
quality of the translation, back-translation and cross-validation of an instrument 
or scale‖ (Sousa & Rojjanasrirat, 2011, p.273) (see Appendix 9 for committee 
members profile and contact information). To further determine the conceptual 
and content equivalence of the items these experts also tested the content 
validity in the instrument. 
Content validity refers to the extent to which the 
measurement device, in our case the measurement 
questions in the questionnaire, provides adequate coverage 
of the investigative questions … to use a panel of individuals 
to assess whether each measurement question in the 
questionnaire is „essential‟, „useful but not essential‟, or „not 
necessary‟ (Saunders et al., 2009, p.373). 
Ambiguities and discrepancies were discussed and resolved through consensus 
among the committee members. 
4.9.1.1 The Structure of the Face-to-Face Questionnaire 
The face-to-face questionnaire is divided into five sections:  
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SECTION ONE  
The first section consists of 14 questions on the characteristics of the 
participants‘ visit to Jordan and their companions, including the number of 
previous visits to Jordan, the main purpose of the current visit, the main medical 
problem, mode of travel, accommodation in Jordan, characteristics of 
companions, length of stay, average spending per day per person, and the cost 
of treatment and activities during the visit to Jordan. 
SECTION TWO  
The second section consists of 11 items on sources of information based on a 
5-point Likert scale of 1 to 5 (1: very unimportant; 2: unimportant; 3: neither 
unimportant nor important; 4: important and 5: very important). These 11 items 
covered previous experience with medical care in Jordan, recommendations by 
physicians or friends/relatives, insurance companies, media and information, 
representatives of healthcare, Jordan embassies and previous touristic visits to 
Jordan.  
SECTION THREE  
The third section consists of 24 items of push/pull factors for travelling and 
acquiring medical services in Jordan based on a five-point Likert scale of 1 to 5 
(1: very weak; 2: weak; 3: neither weak nor strong; 4: strong and 5: very strong). 
These items were related to cost, quality and informational, institutional and 
personal aspects.  The cost aspect consists of 6 items:  ‗absence from work can 
be very costly for me/my employer‘, ‗the relatively high price for healthcare 
where I come from‘, ‗healthcare in Jordan is less expensive than other 
countries‘, ‗Jordan destination travel costs are low‘, ‗out-of-pocket costs in 
Jordan are high (negatively worded)‘ and ‗my insurance covers most of my 
expenses in Jordan‘. The quality aspect consists of 3 items: ‗the poorer quality 
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of healthcare where I come from‘, ‗shortage of particular medical equipment 
where I come from‘ and ‗availability of specialized treatments in Jordan‘. The 
informational aspect consists of 4 items: ‗availability of information about 
treatment options in Jordan‘, ‗direct referrals/advice from physicians‘, 
‗recommendations from friends/relatives‘ and ‗my own previous experience with 
healthcare services in Jordan‘. The institutional aspect consists of 4 items : 
‗simplicity of administrative procedures involved in my travel to Jordan‘, 
‗attitudes of Jordan government/host towards overseas patients‘, ‗my regional 
health authorities or insurers have contracts with Jordanian healthcare 
providers‘ and ‗consultants are willing on taking up patients treated elsewhere‘. 
The personal aspect consists of seven items: ‗the opportunity of getting 
treatment and having a vacation in Jordan‘, ‗avoiding the long waiting time for 
treatment‘, ‗Jordanian healthcare facilities are the nearest‘, ‗I am originally from 
Jordan‘, ‗I have family/friends in Jordan‘, ‗I have similar language‘ and ‗I have 
similar culture‘. 
SECTION FOUR  
The fourth section comprise of 35-items question based on a five-point Likert 
scale SERVQUAL instrument for depicting perceived service quality and patient 
satisfaction levels. These satisfaction levels, from a series of attributes that 
comprise the healthcare service provided for inpatients in the hospital, are the 
result of an instrument developed by Yildiz and Erdogmus in 2004. Yildiz and 
Erdogmus‘s instrument was developed and validated after interviewing 1100 
inpatients in 31 Turkish hospitals. Respondents were asked to rate service 
quality on a five-point Likert scale of 1 to 5 (1: very poor; 2: poor; 3: neither poor 
nor good; 4: good and 5: excellent). Their study identified seven factors with 
internal consistency (Cronbach‘s alpha) of 0.85, 0.88, 0.89, 0.92, 0.82, 0.88, 
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and 0.71. Thus, the four aspects and the 35 items in Yildiz and Erdogmus‘ 
validated instrument were taken into account for the purposes of this study. 
Furthermore, the Likert scale was modified to ‗very good‘ on 5 instead of 
‗excellent‘ (thus 5: very good instead of 5: excellent).  The four aspects of the 
validated instrument are: 
 Aspect one 
The first aspect has seven questions related directly to a participant‘s 
satisfaction with nursing care, which covers matters such as informing the 
participant about services, meeting with nurses, information given by nurses, 
nurses‘ skills and competencies, time spent by nurses with the patient, nursing 
staff responses to a patient‘s call, and respect of a patient's privacy.  
 Aspect two 
The second aspect has 6 questions directly related to the participant‘s 
satisfaction with physician‘s care, which covers questions about communication 
of physicians with the patient, concern and caring by physicians, information 
given by physicians, contact by physicians with patients, skills of the physician, 
and respect for the patient‘s privacy.  
 Aspect three 
The third aspect has seven questions directly related to a participant‘s 
satisfaction with nutrition services, which covers questions on quantity of food, 
quality and taste of food, food-service time, cleanliness of food, cleanliness of 
food service staff, courtesy of food service staff and cleanliness of the dishes. 
 Aspect four 
The fourth aspect has 15 questions directly related to the participant's 
satisfaction with the hospital environment. This covers questions on room 
temperature, room lighting, room airing, quality of the bed, room security, 
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quickness of the procedures, simplicity of the procedures, concern of the 
personnel, room cleanliness, cleanliness of the bath and toilet, cleanliness of 
the bed, the direction signs in the hospital, cafeteria, information provided upon 
admission and parking.  
The second part of section four was one item question four-point Likert scale 
depicting the international patient‘s perception of the treatment costs in Jordan 
(1: Reasonable; 2: Unreasonable; 3: Don‘t know; and 4: No opinion).   
SECTION FIVE  
The fifth section consists of ten questions to elicit demographic data; i.e., on 
nationality, country of residence, gender, age, marital status, number of 
children, education attainment, household income, and main wage earner 
occupation. 
4.9.2 The Semi-Structured Interview 
The four open-ended questions in the semi-structured interview match sections 
of the close-ended questions in the face-to-face questionnaire, excluding the 
suggested answer options or predefined categories (see Appendix 3 and 
Appendix 5). The short semi-structured interview‘s first question answers 
Question 1 of Objective 2, while the second question serves to answers 
Question 2 of Objective 2 of this research. The third question covers Objective 3 
of this research. And finally, the fourth question serves to partially answer 
Question 2 of Objective 1, in addition to interviewees‘ profile which partially 
answers Question 1 of Objective 1 of this research (see Table 4.3) 
The first question in the short semi-structured interview is concerned with the 
participant‘s sources of information:  
"How did you know about medical treatment in Jordan?" 
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The second question relates to the push and pulls factors that had affected the 
participant‘s decision to seek treatment in Jordan:  
"What factors caused you to bypass your country of 
residence‘s medical facilities and come to Jordan for medical 
treatment?" 
The third question is concerned with the participant‘s evaluation of his/her 
experience as a patient in the healthcare facility: 
―Based on your current experience, how do you evaluate the 
healthcare services in this facility?‖ 
The final question is about the activities of the participant and his/her 
companion(s) during their stay in Jordan: 
"What activities did you or your companions take part in, and 
planning to take part in while in Jordan?" 
Appendix 6 provides an example of a transcribed interview. 
4.10. Issues Regarding Research Methods 
This section discusses issues of suitability of the instruments (the interviewer, 
interview style, and standardization); and the use of mechanical aids. 
As explained above, it was difficult to obtain one prepared and fixed population 
list for this study. Face-to-face questionnaires are uniquely suited to surveying 
populations for whom there is no ready list available (Salant & Dillman, 1994). 
Furthermore, the sensitive health condition of the participants in this study 
needed to be taken into consideration; therefore, interviewer-administered 
methods had to be used for data collection.  
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Rubin and Rubin (2005, p.36) suggest that ―the personality, style, and beliefs of 
the interviewer matter‖. This is essential because it reflects on the results of the 
research. According to Fowler (1988), interviewers can influence the quality of 
data they collect because they play a key role in the response rate achieved, 
they are in charge of training and motivating respondents, and they must 
manage their interview interaction methods in a standardized and non-biased 
way. Interviewers can influence the quality of data collected in other ways too. 
The interviewer‘s conversation is considered as a potential source of bias, 
misapprehension, or misdirection, a constant set of problems that is to be 
reduced (Holstein & Gubrium, 1995). Therefore, over the course of data 
collection, ―a neutral (but not an uninterested) response should be projected in 
relation to the interviewee‘s answers in order not to provide any lead that may 
result in bias‖ (Saunders et al., 2009, p.333). Another solution for the 
interviewer is to ask questions appropriately, and the participant will provide the 
information that is most wanted (Holstein & Gubrium, 1995). Therefore, the 
researcher followed the researchers‘ advice by showing neutral yet interested 
behaviour and by treating the participants‘ questions as requests for 
clarification, using the responses to their questions as a means of keeping the 
interview on track.  
Formally-styled interviews are less likely to have biases. Lack of objectivity or 
failure to administer questions appropriately and consistently are imminent 
causes of interview bias (Crawford, 1997). In an experiment to analyse 
interviewer-respondent interaction, Dijkstra et al. (1985) found that interviewers 
trained in the personal style performed further inappropriate speech acts, more 
inappropriate clarification than interviewers trained in the formal style, gave 
more personal information that was unrelated to the interviewer topic, but gave 
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the same high amount of appropriate information in direct response to the 
questions. Furthermore, Dijkstra et al. (1985) found in their study that 
interviewers trained in the personal style did not correct the mistakes made later 
in 40% of all question-answer sequences, that well-trained interviewers usually 
did not correct inadequate respondent performance, and finally that the 
behaviour of respondents was strongly affected by the immediately preceding 
behaviour of the interviewer; however, they found in general that the effect of 
interviewer style was small.  
In this research, the interviewer administered a mixed style of interview; a 
formal one to ensure the objectivity and consistency of the interview, and a 
personal one. Although formal-style studies separate data collected from any 
context in order to reach a universal, human level from the outset (Baszanger & 
Dodier, 2004), difficult open-ended questions, on the other hand, are likely to 
benefit from a personal style of interviewing because it encourages respondents 
to be accurate and complete (Schaeffer & Maynard, 2001). Furthermore, 
formal-style interviewing is ethically and methodologically inadequate and 
unfavourable to vulnerable research subjects (Russell, 1999); this was 
applicable to the vulnerable status of the subjects in this study.  
Interview standardization is vital. It is achieved by presenting each participant 
with an identical interview encounter (Fontana & Frey, 2005). However, 
applying interview standardization still provides different answers. The 
differences are assumed to be due to differences among participants, rather 
than differences in the encounter that produced the answer (Singleton & Straits, 
2001).  
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According to Fowler and Mangione (1990), in order to carry out a good 
standardized survey all interviewers should behave consistently. They should 
read out the questions precisely as written, and in the case of inadequate or 
incomplete answers, ask respondents for clarification and elaboration in a non-
leading way. Answers should be written down precisely as said, and the 
interviewer should not express a biased, judgmental view of the respondents‘ 
answers, or even any sort of feedback.  Nor should the interviewer provide any 
personal information that might affect a respondent‘s answers (Fowler & 
Mangione, 1990). Singleton and Straits (2001) encouraged the use of these 
rules, as proposed by Fowler and Mangione (1990) for standardized 
interviewing, as a survey strategy in interviewing practices to assure 
standardization. Singleton and Straits (2001) also suggest two other survey 
strategies: the first is concerned with reducing the need for interviewers to 
clarify the meanings of questions for respondents; and the second deals with 
the ‗training‘ of respondents before the interview by reading them a short 
statement explaining the process of a standardized interview. Further strategies 
suggested by Singleton and Straits (2001) include motivating respondents by 
explaining the importance of giving accurate answers, and by providing positive 
verbal feedback on good performance.  
In fact, these two strategies resolve the two main problems identified by Fowler 
and Mangione (1990) in carrying out an interview in a standardized way. These 
two specific problems are poor survey instruments, and respondents who do not 
understand what is expected of them (Fowler & Mangione, 1990). Brenner et al. 
(1985) and Brenner (1985) emphasize the importance of investing substantial 
effort into the design of a questionnaire that is appropriate for use in an 
interviewer-respondent interaction. Throughout the data collection process in 
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this study, the researcher was keen to follow the principles of standardized 
structured and semi-structured interviews.  
The use of a tape recorder was refused by the participants in collecting the data 
for interviews. The worries of the participants regarding the use of the tape 
recorder in this study were similar to those that have been well-documented 
elsewhere by researchers such as Clark (2006). These worries become more 
noticeable with the non-democratic nations like the Middle Eastern countries, 
where participants fear that having a record of their voice presenting information 
collected by both local and foreign governments might put them into trouble with 
their own authorities (Clark, 2006). Therefore, based on the requests of the 
respondents, no tape recorders were used in this study.  
4.11. Ethical Considerations 
Interview research with vulnerable groups has distinct ethical and 
methodological requirements (Russell, 1999). This has affected the 
researcher‘s choice in terms of excluding Intensive Care Units (ICUs), Coronary 
Care Units (CCUs) patients and patients under 16 years of age (see section 4.6 
of Chapter 4). It also affected the choice of interview style, -which was chosen 
to be mixed instead of the ethically inadequate unfavourable formal style as 
Russell (1999) suggests (see section 4.10 of Chapter 4). 
Obtaining approvals from both hospitals and patients was also essential for 
ethical considerations. Administrative approval was needed from the hospitals 
in order to conduct this research and therefore, a letter was handed to all 
hospitals. A copy of the face-to-face questionnaire in (Appendix 4) and a copy 
of the semi-structured questions (Appendix 5) were also enclosed. The first 
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letter (Appendix 1) was from the researcher and it included information about 
the researcher, a postgraduate student at the University of Exeter in the UK, the 
purpose of the questionnaire, the request for permission to undertake the 
questionnaire survey with the hospital‘s patients, and assurances of the 
complete confidentiality and anonymity of the information provided by their 
patients. The hospitals were also informed that the research was interviewer-
administered by the researcher herself, and were assured that the highest 
standards of research practice were being observed over the span of this 
research. In order to encourage participation, the hospitals were informed that 
the research was completely independent and was being undertaken as part of 
fulfilling the requirements of the doctoral degree. The estimated time of 30 
minutes required to answer the questionnaire was disclosed, with a statement 
indicating that no compensation would be offered to respondents. The 
researcher also informed the individual hospitals and respondents of their right 
to refuse to participate or to withdraw at any time for any reason.  
Informed consent is universally recognized as a central component of ethical 
conduct in scientific research (Marshall, 2006). Therefore, the second group of 
approvals needed to conduct this research was that of the patients. The logic of 
informed consent presumes that the respondent will understand the intent of the 
research as it is explained in the research or consent letter (Warren, 2001). 
Informed consent for health research with vulnerable populations in 
international settings is exceptionally important (Marshall, 2006). Therefore, a 
letter (Appendix 2) was handed to each participant that included information 
similar to that provided for obtaining the hospital‘s approval for conducting the 
study. The researcher also read and explained the content of the letter. In order 
to get honest answers, the participants were also assured of the complete 
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confidentiality and anonymity of the information. Both hospitals and participants 
were encouraged to contact the researcher or one of the researchers‘ 
supervisors if they required any further information about the questionnaire, and 
contacts were provided. 
The ethical considerations undertaken by the researcher over the span of this 
research were approved by the researcher‘s supervisor prior to the start of any 
fieldwork. However, this study was started prior to the currently used ethical 
approval process at the University of Exeter; hence no ethics committee 
approval was needed. Furthermore, no ethical approval processes were 
required in Jordan with the exception of the one hospital which had internal 
processes therefore refused to take part in the study (see section 4.6).  
4.12. Research Procedure and Data Collection 
Following approval of the study from the seven hospitals, the researcher revised 
all lists of patients from overseas in each hospital and excluded those who did 
not meet the inclusion criteria. A time schedule for data collection was 
developed by the researcher, who then conducted structured and semi-
structured interviews in the seven hospitals on the basis of the developed 
schedule, which was frequently modified according to the availability of the 
participants. Each interviewee was presented with a letter that described the 
purpose of the study and other ethical issues as discussed under the ethical 
considerations (Appendix 2). The participants were also informed about the 
average time needed to complete their participation in the study; this was 30 
minutes for the structured face-to-face questionnaire, and a further 10 minutes 
for responding to the closed-ended questions. The data provided by the 
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respondents was entirely anonymous and no identifying marks, including names 
or numbers, were assigned to any questionnaire or interview. 
Data collection for this study was carried out over a period of ten weeks; to be 
precise 2 months and 12 days, from 7 January 2007 to 18 March 2007. 
4.13. Pilot Testing 
Pilot testing is carried out after the questions for the structured interview have 
been designed and before the interviews have been conducted (Dawson & 
Trapp, 2004). In this research a pilot study of the interviewer-administered 
questionnaire and the semi-structures interviews were tested before the actual 
study was undertaken.  
The face-to-face questionnaire was pilot tested with a convenient sample of 22 
overseas inpatients from the same target population, and with similar inclusion 
criteria from 3 of the 10 hospitals that were considered for data collection 
(eventually all 3 were out of the seven hospitals that participated in the 
research). These hospitals were: the Islamic Hospital, Al-Khalidi Medical Centre 
and Speciality Hospital. Those 3 hospitals were chosen because they were the 
biggest in terms of hospital beds, which helped in accelerating the time needed 
for collecting the data for the pilot study. The face-to-face questionnaire was 
administered and typically lasted for 30 minutes. The pilot study also enabled 
the investigator to ascertain the clarity of items and the participants` 
understanding of the instruments (Nieswiadomy, 1993), as well as the time 
needed by respondents to complete it. None of the participants raised any issue 
about the lack of clarity or ambiguity of the interview questions.  
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Pilot testing was also performed for the semi-structured interviews as two 
interviews were conducted during the same period of the pilot testing of the 
interviewer-administered questionnaire. The interviews lasted for 10 minutes. 
The pilot testing was conducted over a period of one week from 18 to 23 
February 2006. The information produced by the pilot test showed that no 
modifications were required.  
4.14. Data Analysis 
Both quantitative and qualitative methods of study and analysis were used in 
this research. The data collected through both research instruments used were 
tabulated, analysed, interpreted and integrated in the light of the research 
objectives. 
Since the data distribution is not normal, parametric tests were disqualified for 
the analysis of the quantitative data (Bryman and Cramer, 2005). Non-
parametric tests including univariate, bivariate and multivariate quantitative 
analysis were used with the face-to-face questionnaire while qualitative content 
analysis was used with the semi-structures interviews (see Figure 4.1)(see also 
Table 4.4).  
Table 4.4:  Non-parametric tests 
Type of Analysis Test Name 
Univariate Descriptive Statistics (Mode, Mean, Standard Deviation) 
Bivariate Mann–Whitney U test 
Multivariate Principal Component Analysis (PCA) 
Factor Analysis 
Discriminant Validity Test 
(Source: Author) 
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The data from the main research instrument in this study were managed and 
analysed using Microsoft Excel and SPSS (Statistical Package for Social 
Science) for Windows version 16.0 software. Descriptive quantitative statistics 
including frequencies, percentages, and means, standard deviations and cross 
tabulations were performed. The Mann-Whitney U; a significance test, was also 
used to determine if a statistical significance exists between two unrelated 
groups (first time visitors and repeat visitors). Unrelated groups, also called 
unpaired groups or independent groups, are groups in which the cases (e.g., 
participants) in each group are different. Often we are investigating differences 
in individuals, which means that when comparing two groups, an individual in 
one group cannot also be a member of the other group and vice versa. This 
analysis is concerned with Objective 1 and Objective 2 of this thesis and 
presented in the first analysis chapter (Chapter 5). 
Parallel Analysis, Principal Component Analysis (PCA), and Factor Analysis 
were utilized to determine the factorability, the reliability, and the validity of the 
factor structure of the fourth part of the face-to-face questionnaire. This analysis 
is concerned with Objective 3 and Objective 4 of this thesis and presented in 
the second analysis chapter (Chapter 6). The suitability of the data for Factor 
Analysis was judged through the Kaiser-Meyer-Oklin value (KMO) which should 
exceed the recommended value of 0.6 and Bartlett‘s Test of Sphericity reaching 
statistical significance of (P≤ 0. 05). The other criterion of sample size; Kaiser‘s 
criterion is accurate when the sample size exceeds 250 (Field, 2005), was met 
at 302 questionnaires. However, a Scree Plot was still used to determine how 
many components should be retained. A Scree Plot is a graphical display of the 
variances against the number of principal components.  
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The factor analysis with varimax rotation (rotated component matrix), total 
variance explained, a final correlation matrix with oblimin rotation (structure 
matrix) and Cronbach‘s alpha were performed. There are a variety of methods 
for calculating internal consistency; Cronbach‘s alpha is the most frequently 
used (Saunders et al., 2009). (Saunders et al., 2009, p.374) explain, 
Internal consistency involves correlating the responses to 
each question in the questionnaire with those to other 
questions in the questionnaire. It therefore measures the 
consistency of responses across either all the questions or a 
sub-group of the questions from your questionnaire. 
Cronbach‘s alpha is used as a (lowerbound) estimate of the reliability of a 
psychometric test. 
Other ranges of correlations were used including inter-item correlations and 
median item internal consistency (convergent validity) and item discriminant 
validity (see also table 4.4). The combination of convergent validity and 
discriminant validity tests were important to demonstrate evidence for construct 
validity of the scale. 
Construct validity refers to the extent to which your 
measurement questions actually measure the presence of 
those constructs you intended them to measure. This term is 
normally used when referring to constructs such as attitude 
scales, aptitude and personality tests and the like (Saunders 
et al., 2009, p.373) 
On the other hand, qualitative content analysis was used with the four open-
ended questions in the semi-structured interview. Krippendorf (2004) defines 
content analysis as ―a research technique for making replicable and valid 
inferences from texts (or other meaningful matter) to the contexts of their use‖ 
(Krippendorf, 2004, p.18). However, in content analysis there is not only a 
single meaning waiting to be unwrapped (Joffe & Yardley, 2004, p.56). 
Therefore, this approach was used to validate the results from the first part of 
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this research, the quantitative structured face-to-face questionnaire, and to 
benefit the research from further depiction of new information or issues.  
Using the same exhaustive research literature used to design both research 
instruments, predictions about the variables of interest were provided in this 
content analysis to determine the initial coding scheme. Coding was performed 
using those predictions where the researcher assigned key variables under 
initial coding categories. A preliminary step process was performed by 
developing codes of the expected predictions in accordance with the research 
questions. Then, each interview transcribed was analysed individually. Words, 
sentences and statements were analysed, categorized and coded in 
accordance with the pre-determined categories. New issues that emerged 
through the interviews were also analysed, categorized and coded in new 
categories. These techniques were used with each interview consistently. The 
researcher categorized, coded and analysed the responses to open-ended 
questions, and the same data were consistently re-coded by the researcher in 
the same way over a period of time and categories were classified in the same 
way to ensure issues of reliability and validity. Tables were constructed with the 
themes generated by the interview analysis. Themes were revised to ensure a 
proper description of the participants‘ responses.  
The content analysis of the semi-structured interviews helped to formulate a 
narrative description of the medical tourist experience.  
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4.15. Summary  
In summary, this chapter has explained the methodology used in this research. 
The study adopts an exploratory descriptive design using a quantitative face-to-
face questionnaire performed with 302 participants, and a qualitative short 
semi-structured interview performed with 20 participants. Both research 
approaches used were standardized, and both utilised formal and personal 
styles of interviewing, thereby ensuring objectivity while taking into account the 
vulnerability of participants. Furthermore, in regards to the research 
specifications, convenient sampling was used according to the availability of 
participants in the interviewer-administered questionnaires. 
The Arabic version of the questionnaire was used with the quantitative 
questions included in five parts, all of which were developed following a 
thorough review of the literature, except for part four, which included the 
instrument developed by Yildiz and Erdogmus in 2004 for measuring patient 
satisfaction. The questionnaire was composed largely of closed-ended 
questions and was developed to investigate the characteristics, sources of 
information, motivations, behaviour and level of satisfaction of medical tourists 
towards healthcare providers. Quantitative methods were used to identify 
characteristics and behaviour. Furthermore, ratings were used to evaluate the 
importance of different sources of information, and the strength of push and pull 
factors identified by medical tourists as affecting the acquisition of healthcare 
services in Jordan. Respondents‘ evaluations of the validated scale allowed the 
researcher to measure the level of satisfaction of international patients towards 
healthcare in Amman‘s private hospitals and to also assess the medical tourists‘ 
perceptions of the quality of healthcare services in Jordan. Descriptive 
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quantitative analysis was used for the first research method while exploratory 
qualitative content analysis was used for the second research method. The 
second research approach employed in this thesis was also based on the same 
thorough review of the literature. Semi-structured interviews were held to elicit 
new information, with the four open-ended questions in the semi-structured 
interviews being developed as a way of investigating further data about sources 
of information, motivations, behaviour, and satisfaction levels among medical 
tourists towards healthcare providers. 
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5. Medical Tourists‘ Profile, Behaviour at Destination, 
and Aspects of Decision Making 
 
5.1. Introduction 
The analysis of this study is divided into two chapters. The current chapter 
focuses solely on the findings from the study in terms of medical tourists‘ profile, 
characteristics of their visit, behaviour, and their sources of information and 
motivations, whilst the next chapter concentrates on the medical tourists‘ level 
of satisfaction towards healthcare services in Jordan and the adaptation and 
validation of the measurement instrument. Both chapters report on the analysis 
of the data collected in accordance with the methodology described in Chapter 
4. Conclusions to the current and the next chapter are presented in Chapter 7. 
This chapter presents the quantitative and qualitative results of the 
questionnaire and semi structured interviews concerning Objective 1 and 
Objective 2 of this research. It presents the results of the data analysis of the 
quantitative research regarding certain behavioural patterns among medical 
tourists such as aspects shaping medical tourists‘ decisions to acquire 
healthcare services abroad in terms of sources of information and push/pull 
factors and their on-site behaviour. This chapter also presents the results from 
the qualitative research as articulated by medical tourists themselves to back 
the main quantitative method of this research. The presentation of the 
qualitative results is integrated and discussed with the quantitative results all 
through the chapter. 
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Section 5.2 presents a profile of all respondents and section 5.3 lays out the 
characteristics of the respondents‘ visit. In section 5.4, the sources used by 
medical tourists to acquire information about healthcare services in Jordan are 
presented and in section 5.5, the push/pull factors encouraging medical tourists 
to travel to Jordan for healthcare services are outlined. Finally, section 5.6 
presents a summary of the study results discussed in this chapter. 
5.2. Respondents‟ Profile 
To answer the first question of the first objective of this research, this section 
provides an analysis of the demographic profile of the medical tourists (also see 
Tables 5.1, 5.2 and 5.3). 
5.2.1. Gender of Respondents 
As shown below in Table 5.1, there were more males than females in this study, 
with males constituting 74.2 % (n=224) of the total respondents. These results 
were in contrast to Doshi‘s (2002) and Jotikasthira‘s (2010) results, in which 
there were more female than male respondents in their analysis of demographic 
profile of the medical tourists in Malaysia and Thailand respectively. 
All respondents in this study were Arab nationals (n=302), and 99% of them 
were residents in Arab countries within the Middle East North Africa region 
(MENA) (n=299) (see Table 5.2 below). In the Middle East region, the traditional 
gender roles are common, with the man considered as the main breadwinner 
and the head of the family and the woman seen as wife and mother (Chamlou, 
2007). Being the main providers for their families could be the reason why more 
males acquire healthcare overseas. This could be due to the much lower work 
participation of Arab females compared to males. In 2008, the labour force 
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participation rate for males in the Arab World was 78.2% compared to 27% for 
females (UNDP, 2010). Moreover, being treated abroad, perhaps paid for by the 
employer, could be a way of cutting down absence from work and thereby 
reducing the cost of absence, which is often much higher than the cost of the 
healthcare required (Hermans & Brouwer, 2003). 
Table 5.1: Respondents‟ gender, age, marital status and number of children 
      F (%) 
 
Gender 
 
  Male 224 (74.2) 
  Female  78 (25.8) 
Age  
 16-25 37 (12.3) 
 26-35 42 (13.9) 
 36-45 64 (21.2) 
 46-55 92 (30.5) 
 56-65 33 (10.9) 
 more than 65 34 (11.3) 
Marital Status  
 Single 66 (21.9) 
 Married    217 (71.9) 
 Widower      14 (4.6) 
 Divorced        5 (1.7) 
Number of children  
1-2 58 (19.2) 
3-4 83 (27.5) 
5-6 60 (19.9) 
7-8 9 (3.0) 
9 or more 6 (2.0) 
Non 86 (28.5) 
N=302 
(Source: Author‘s fieldwork) 
Gender inequality also might be another reason for the low percentage of 
females in this study. A lack in the gender equality still exists in the Middle East 
(Stotsky, 2006, Stewart, 2009) and North Africa (Stotsky, 2006). According to 
Stotsky (2006), Sub- Saharan Africa, the Middle East, North Africa, and South 
Asia regions show the greatest health inequalities in the world, with females 
receiving significantly less spending than males in inpatient care. Similarly, in 
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the Human Development Report 2010, the Gender Inequality Index of the Arab 
States was reported as being much lower than the world average, coming just 
after the South Asian and Sub Saharan African regions (UNDP, 2010). Religion 
might also be another reason for the high percentage of males in this study 
since all respondents came from Islamic countries. Some extreme Islamic laws 
limit females‘ access to healthcare by forbidding the treatment of females by 
male doctors (Inglehart and Norris, 2003). 
Another reason for the high percentage of males in this study might be 
explained by Norcross et al.‘s (1996) study findings, where males were found to 
be 2.7 times more likely than females to be influenced to seek healthcare by a 
member of the opposite sex. 
5.2.2. Ages of Respondents 
In this study, the respondents were not very old as only 11.3% (n=34) were over 
65. More than half of the respondents (51.7%) were middle aged, 36 to 55 
years old (see Table 5.1), which was somewhat close to Doshi‘s study (2002), 
where almost half of the total respondents were 31-50 years old.  
Getting older increases the rate of getting ill (Graham et al., 2006), and old 
patients could be less mobile because of illness and age. This might also 
explain why there were not many old respondents in the study as they could be 
less able to travel. 
The results from this study are also similar to Jotikasthira‘s (2010) study as the 
respondents between 31–50 years of age totalled a majority of 63.2%. 
However, Jotikasthira (2010) explained the relative under-representation of 
older respondents by the online nature of the study.  
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5.2.3. Marital Status and Children of Respondents 
The majority of the respondents was married (71.9%, n=217) and had children 
(71.5%, n=216) (see Table 5.1). These results were contrary to Jotikasthira‘s 
(2010) results, which showed that single respondents represented the largest 
group (43.2%) while married respondents represented only 41%.   
The result of this study could be explained in terms of possible spouses‘ role in 
affecting the decision to acquire healthcare abroad. Married patients may be 
influenced by their spouses to maintain a state of good health so they may be 
more inclined to seek treatment overseas. This explanation is consistent with 
Norcross et al.‘s (1996) findings, in which married patients were found to be 2.4 
times more likely than unmarried patients to be influenced to seek healthcare in 
general. 
Similarly, patients with children may also feel more encouraged by their children 
to enhance their health or feel more responsible to do so.  In this study, more 
than half of the respondents (n=158) had 3 or more children (see Table 5.1). 
5.2.4. Nationality of Respondents and Country of Residence 
As mentioned earlier in this section, all respondents in this study (100%) were 
Arab nationals and 99% of them were residents in Arab countries within the 
Middle East North Africa region (MENA) (see Table 5.2). This result is 
consistent with Doshi‘s (2002) study findings in Malaysian private hospitals, 
where almost half medical tourists came from nearby Indonesia, and a large 
percentage of medical tourists originated from the Asian region. However, this 
study‘s results were contrary to Jotikasthira‘s (2010) study findings in private 
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hospitals in Thailand, with medical tourists originating from a less skewed part 
of the world.  
Furthermore, in this study all respondents were Arab speaking nationals from 
Arab Islamic countries in the same region. Jordan attracting particularly Arab 
patients might be due to certain reasons or pull factors including distance (Voigt 
et al., 2010), similar language (Bookman & Bookman, 2007) and the same 
religion (Crooks et al., 2010). In this study, it was found in this study that 
‗Jordanian healthcare facilities being the nearest‘ to them was evaluated as a 
strong or very strong pull factor by 29.8% of the respondents (see Table 5.14). 
A more directly related result shows that a considerable number of respondents‘ 
evaluated language (78.5%) and culture (77.8%) as strong or very strong pull 
factors. 
Furthermore, the results show that three of the four top nationalities -Sudan, 
Yemen, and Libya- come from countries that have signed medical treatment 
protocols with Jordan (Hinnawi, 2005). This was also found to be a significant 
factor that encouraged the participants of this study to travel to Jordan to seek 
healthcare services as will be presented later in a following section of this 
chapter (see also Table 5.16).  
In this study, around 60% of the total respondents (n=178) come from 
neighbouring countries with proven poor medical infrastructure facilities 
including Iraq, Sudan and Yemen (see Table 5.2). More than 23% of the total 
respondents (n=70) come from Iraq.  
The status of healthcare services in Iraq might be a prime reason behind this 
relatively high percentage from one country. In Iraq, there had been a mass 
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departure of Iraq‘s medical doctors escaping the growing violence including 
targeted threats, kidnappings, and murder of medical staff, which directly 
affected the overall capacity to deliver health services in Iraq (Zarocostas, 2007; 
Foran, 2008). Furthermore, access to quality healthcare for Iraqi people had 
been greatly damaged because of the general deterioration in health facilities 
and services resulting from the cumulative effect of many years of economic 
sanctions, neglect and war (Foran, 2008). Patients coming from Sudan, who 
constituted over one fifth of the total number of respondents (n=63), might have 
had similar circumstances in healthcare to those in Iraq. These circumstances 
include prolonged conflicts and continuing underdevelopment in the 
infrastructure of healthcare services, which in turn contributed to the departure 
of medical doctors from Sudan (NPC, 2010). Yemenis, who represented 14.9% 
of total respondents (n=45), also suffer from severely underdeveloped 
healthcare systems in Yemen and a lack of skilled medical staff including 
doctors and lack of hospital beds (Holst & Gericke, 2012). These results are 
supported by the Economic and Social Commission for Asia and the Pacific 
report, which states that the main acquirers of healthcare services in Jordan 
were the medical tourists from neighbouring countries with poor medical 
infrastructure facilities (ESCAP, 2007). Also, the results in this study support 
observations by Bookman and Bookman (2007) that Jordan had been satisfied 
attracting patients from only neighbouring countries. 
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Table 5.2: Respondents‟ nationality and country of residence  
      F (%) 
 
Nationality 
 
Iraqi 73 (24.2) 
Sudanese 64 (21.2) 
Yemeni 45 (14.9) 
Libyan 31 (10.3) 
Palestinian 25 (8.3) 
Bahraini 20 (6.6) 
Syrian 17 (5.6) 
Saudi 13 (4.3) 
Qatari  10 (3.3) 
Algerian  3 (1.0) 
Jordanian 1 (0.3) 
Country of residence  
Iraq  70 (23.2) 
Sudan 63 (20.9) 
Yemen 45 (14.9) 
Libya  31 (10.3) 
Palestine 25 (8.3) 
Bahrain 20 (6.6) 
Syria 18 (6.0) 
Saudi Arabia  14 (4.6) 
Qatar  10 (3.3) 
Algiers  3 (1.0) 
USA  2 (0.7) 
UK 1 (0.3) 
N=302 
(Source: Author‘s fieldwork) 
5.2.5. Respondents‘ Educational Attainment 
Regarding the respondents‘ level of education, around 60% of the total 
respondents (n=179) in this study had a further level than secondary education 
including vocational, diploma and undergrad and postgrad university education 
(see Table 5.3). The highest educational attainment of respondents was 
undergraduate education (34.1%). These results are in line with Jotikasthira‘s 
(2010) study, which found respondents to be well educated. However, these 
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results were contrary to Doshi‘s study (2002), where secondary school was the 
highest educational background of 28.9% of respondents. 
5.2.6. Main Wage Earner in the Family, Occupation, and Annual 
Household Income 
Of the total respondents of this study, 60% (n=177) reported the annual 
household income to be less than $20000 (see Table 5.3).  
Of the total respondents of this study, 63.6% (n=192) were the main wage 
earners in their household, and the only prominent occupation of main wage 
earners was public service jobs, which accounted for 21.2% of the total 
respondents. Of the remaining respondents, the main wage earner in their 
household had the following jobs: education jobs (8.9%), management & 
executive jobs (8.6%); construction & property jobs (7.3%), transport & logistics 
jobs (7%), manual jobs (6.3%) and military jobs (1%) (see Table 5.2). 
Working patients most probably pay for their treatment through their private or 
national insurers, or place of work. Many public authorities and private insurers 
in the respondents‘ countries have arranged protocols and signed contracts with 
Jordanian healthcare providers. The existence of such contracts had strongly 
encouraged more than 50% of respondents to travel to Jordan for healthcare 
services, as will be shown later in the pull/push factor section (see Table 5.14). 
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Table 5.3: Respondents‟ education, household‟s main wage earner, main 
wage earner‟s occupation and annual household income 
 F (%) 
 
Education 
 
No formal education 26 (8.6) 
Primary education 45 (14.9) 
Secondary education 52 (17.2) 
Diploma/Vocational  education 37 (12.3) 
Undergraduate education 103 (34.1) 
Postgraduate education 39 (12.9) 
 
Main wage earner  
 
Respondent is main wage 
earner 
192 (63.6) 
Respondent is not main wage 
earner 
110 (36.4) 
 
Main wage earner Occupation 
 
Public service jobs 64 (21.2) 
Education jobs 27 (8.9) 
Management & Executive jobs 26 (8.6) 
Construction & Property jobs 22 (7.3) 
Transport & Logistics Jobs 21 (7.0) 
Manual jobs 19 (6.3) 
Military jobs 18 (6.0) 
Financial jobs 14 (4.6) 
Manufacturing & Production 
jobs 12 (4.0) 
Healthcare jobs 10 (3.3) 
IT & Telecom jobs 8 (2.6) 
Retail & Food service jobs 5 (1.7) 
Legal jobs 5 (1.7) 
Media & Language jobs 4 (1.3) 
NGO‘s 3 (1.0) 
Arts, Craft & Entertainment 
Jobs 3 (1.0) 
Others 26 (8.6) 
Retired 10 (3.3) 
Unemployed 5 (1.7) 
 
 Annual household income   
Less than $5000  26 (8.6) 
5000 - $9999  40 (13.2) 
10000 - $14999  76 (25.2) 
15000 - $19999  35 (11.6) 
More than $20000  119 (39.4) 
Do not wish to answer 6 (2.0) 
N=302 
(Source: Author‘s fieldwork) 
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5.3. Characteristics of Respondents‟ Visit 
To answer the second question related to the first objective of this research, this 
section provides an analysis of the characteristics of the medical tourists‘ visit 
(See Tables 5.4, 5.5, 5.6, 5.7, 5.8, 5.9 and 5.10). 
5.3.1. Visits in the Past Five Years 
Of the 302 respondents, more than half (n=161) revealed that they had visited 
Jordan before, with 26.2% (n=79) visiting Jordan once or twice before and 
14.9% (n=45) visiting three or four times before. The openness to tourism and 
the positive attitude of Jordanians toward foreign visitors might explain the 
recurring visits of the respondents to Jordan. As mentioned before in Chapter 2, 
the 2009 Travel and Tourism Competitiveness Report ranked Jordan fifth 
among 133 countries for tourism openness (which uses data regarding visa 
requirements and the extent to which a country is open to international tourism), 
and number 41 for positive population attitude toward foreign visitors according 
to Blanke and Chiesa (2009).  In this study, the positive attitudes of Jordan‘s 
government and hosts towards overseas patients were rated as a strong pull 
factor encouraging 53% of international patients to acquire healthcare services 
in Jordan as will be shown later in the pull/push factors section (see Table 
5.14). 
Table 5.4 also shows that around 21.5% of the total respondents revealed that 
they visited Jordan before for medical treatment, with 51 respondents (16.9 %) 
having visited Jordan once or twice before for medical treatment and 10 
respondents (3.3%) having been three or four times before for medical 
purposes. The return of international patients may indicate a case of patient 
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satisfaction among them towards the Jordanian healthcare services and 
subsequent consumer loyalty.  
Table 5.4: Respondents‟ previous visits 
 F (%) 
 
Number of visits in the 
last 5 years 
 
1-2 79 (26.2) 
3-4 45 (14.9) 
5-6 25 (8.3) 
7-8 7(2.3) 
9 or more 5 (1.7) 
zero 141 (46.7) 
Number of visits for 
mainly medical 
purposes in the last 5 
years 
 
1-2 51 (16.9) 
3-4 10 (3.3) 
7-8 1 (0.3) 
zero 240 (79.5) 
N=302 
(Source: Author‘s fieldwork) 
5.3.2. Means of Travel 
In this study, 62.3% of the total respondents (n=188) travelled to Jordan by 
plane (see Table 5.5). This first choice of means of transport could be due to 
relatively the long travelling distance between Jordan and some of the countries 
patients originated from. Almost all medical tourists coming to Jordan (99%) 
originated from countries in the same Middle East North Africa region (see 
Table 5.2). Although the distance between Jordan and some of these countries 
is relatively short, like Palestine (Gaza strip and the occupied territories) (150 
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kilometres) and Syria (180 kilometres), other countries are more distant, like 
Sudan (1850 kilometres), Yemen (2000 kilometres) and Libya (2150 
kilometres). Obviously travel times are longer when driving. Therefore, this 
might affect their choice of means of transport especially since most medical 
tourists coming to Jordan have serious health conditions, as was found in this 
study (Section 5.3.5). Therefore, it is assumed that they would prefer to take the 
shortest way of travel in order not to strain their health even further. 
On the other hand, the remaining respondents opted for road transport, 
Furthermore, 21.2% of the total participants (n=64) travelled using their 
personal cars, which might be caused by their desire to use their own cars 
within Jordan rather than having to deal with the inconveniences of walking, 
using public transportation or paying for an expensive rented car. 
Inside Jordan, around 48% of the total respondents (n=144) used taxis (see 
Table 5.5). Taxis might be the preferred choice of transport within Amman as 
buses (chosen only by one respondent in this study) are not punctual and taxis 
are less expensive than rented cars in Jordan. Although Jordan has good roads 
and ground transport infrastructure (Blanke & Chiesa, 2009), traffic congestion 
and lack of parking spaces in the capital Amman still remain problematic and 
they might deter tourists from driving. On the other hand, around 38% of the 
total respondents in this study (n=115) used a rental car or their own car, which 
might be caused by their desire to be more mobile or as been mentioned 
earlier, their desire of not having to deal with the inconveniences of using public 
transportation, especially in peak seasons. 
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Table 5.5: Main methods of travel 
  
      F (%) 
Main method of travel to 
Jordan 
 
Plane 188 (62.3) 
Personal car 64 (21.2) 
Taxi 28 (9.3) 
Rental car 11 (3.6) 
Bus 11 (3.6) 
 
Main method of 
transportation in Jordan  
Taxi 144 (47.7) 
Personal car 81 (26.8) 
Rental car 34 (11.3) 
On foot 24 (7.9) 
Shared cab service 17 (5.6) 
Bus 1 (0.3) 
Not applicable 1 (0.3) 
N=302 
(Source: Author‘s fieldwork) 
5.3.3. Number, Age, and Gender of Companions 
In this study, the results showed that the overwhelming majority of the total 
respondents (98%, n=296) travelled to Jordan with companions (see Table 5.6). 
This result is close to Doshi‘s (2002) study, which found that most patients 
travelled to Malaysia with companions (see section 3.3.2 of Chapter 3). These 
companions provide help during the patients‘ travel and stay in a foreign country 
(Magablih, 2002) and in the hospitals. The number of companions in this study 
varied from none to six companions per respondent and the average number of 
companions in this study was found to be 1.75 per respondent.  
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Table 5.6: Characteristics of the respondents companions (group age, 
gender and number) 
 Male 
F (%) 
Female 
F (%) 
Total Number  
F (%) 
    Age    
   <  5 2(0.4) 4(0.8) 6(1.2) 
  6-15 7(1.3) 8(1.5) 15(2.8) 
16-25 44(8.3) 35(6.6) 79(14.9) 
26-35 60(11.3) 56(10.6) 116(21.9) 
36-45 63(11.9) 75(14.2) 138(26.1) 
46-55 43(8.1) 69(13.0) 112(21.1) 
56-65 18(3.4) 29(5.5) 47(8.9) 
  > 65 5(1.0) 11(2.1) 16(3.1) 
    
Total Number 242(45.7) 287(54.3) 529(100) 
(Source: Author‘s fieldwork) 
In this study, there was a diverse age range of companions, with around 84% of 
companions‘ age ranged from 16 to 55 years. And of the 529 companions, 242 
(45.7%) were males and 287 (54.3%) were females (see Table 5.6). The higher 
percentage of female companions might reflect the expected role of Arab 
females of taking care of their family members. Females in the Arab world are 
usually the primary care givers for any sick person in the family including 
husbands, children and in-laws (Maaitah et al., 1999).  
5.3.4. Accommodation 
With regard to accommodation, 124 respondents in this study (41.1%) revealed 
that their companions mainly stayed in rented flats while only 15.9% of the total 
respondents (n=48) said that their companions stayed in hotels (see Table 5.7). 
Rented flats are much cheaper than hotels in Jordan and therefore might be a 
more reasonable choice of medical tourists in the presence of an accompanying 
group and a relatively lengthy stay. In this study, the number of companions per 
respondent, as has been mentioned earlier, varied from none to six companions 
with an average of 1.75 companions per respondent and the length of stay was 
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more than 21 days for more than 58% of the respondents as shown in Table 5.8 
below. Furthermore, rented flats are a common choice of accommodation for 
Arab tourists in Jordan.  
Moreover, 17.9% of the total respondents (n=54) revealed that their 
companions mainly remained with them in the hospital. Some companions 
tended to stay with inpatients, which may be due to the caring nature of Arabs 
including caring for sick people. Arabs are family oriented and a family member 
tends to accompany other members of the family when they are admitted to 
hospital. Furthermore, hospitals in Jordan allow family members to accompany 
patients especially in private rooms.  
Finally, the results showed previous connections between some of the 
respondents and Jordan through friend/family as around one fifth of them 
(n=60) stated that their companions stayed with family/friends during their whole 
stay. Also a few respondents (3.3%, n=10) indicated that their companions 
stayed in their personal houses indicating that they might have second homes 
in Jordan. The existence of family/friends in Jordan, being able to stay with 
family/friends in Jordan during the visit and owning second homes in Jordan 
might be factors that lead particular international patients to seek out healthcare 
services in Jordan, which could be investigated in future research. 
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Table 5.7: Accommodation 
  
      F (%) 
 
Companions main 
accommodation in 
Jordan  
Rented flat 124 (41.1) 
With friends/family 63 (20.9) 
With patient in hospital 54 (17.9) 
Hotel 48 (15.9) 
Personal house 10 (3.3) 
Not applicable 3 (1.0) 
 
Stay with family/friends  
No 223 (73.8) 
All the time during visit 60 (19.9) 
Partly 19 (6.3) 
N=302 
(Source: Author‘s fieldwork) 
 
5.3.5. Main Purpose of the Current Visit, Main Medical Problem, and 
Length of Stay 
The overwhelming majority of the respondents had come to Jordan mainly to 
acquire healthcare services as 96% of the 302 respondents (n=290) revealed 
that the main purpose of the current visit to Jordan was seeking medical 
treatment. It was also found in this study that most medical tourists coming to 
Jordan had serious health conditions. It is worth mentioning here that this 
sample is does not likely to include the most severe patients, because firstly, 
such patients may be less likely to travel to Jordan. And secondly, as had been 
mentioned in the methodology chapter, all patients in the Intensive Care Units 
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(ICUs) and Coronary Care Units (CCUs) were excluded from the study for 
ethical reasons. 
Of the 302 respondents, 21.2% (n=64) revealed that their main medical problem 
was cardiovascular while 18.2% (n=55) said that it was cancer and 12.3% 
(n=55) said that the main medical problem was bone, joints, back and tendons 
related. The health sector in Jordan enjoys a great reputation for many 
subspecialties including cardiovascular problems and surgery, and cancer 
treatment.  
It is also noticed in this study that a considerable percentage of medical tourists 
were acquiring surgical services as 198 (65.6%) of the total respondents 
revealed that they were in for a surgical operation while 48 (15.9%) respondents 
were in for non-surgical treatment. On the other hand, only 27 (8.9%) were in 
for disease diagnosis.  
The percentage of surgical international patients (65.6%) was also observed to 
be higher than the overall percentage in private hospitals in Jordan of 41% 
(MOH, 2010). This was concluded to be a result of the fact that most medical 
tourists coming to Jordan had serious health conditions. This conclusion is 
supported by the result found in this study and presented above. 
However, an additional reason for the even higher percentage of overseas 
inpatients acquiring surgical services in this study (65.6%) might be that these 
international patients had already been diagnosed by physicians in their 
countries and they needed skilled surgeons who were not available in their 
home countries. Jordan‘s private hospitals are well known for their highly skilled 
surgeons. 
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Table 5.8: Main purpose of visit, medical purpose of visit, main medical 
problem and length of stay 
       F (%) 
Main purpose of visit  
Main purpose of visit is medical 290 (96.0) 
Main purpose of visit is NOT medical 12 (4.0) 
Main medical purpose of visit  
Surgical operation 198 (65.6) 
Non-surgical treatment 48 (15.9) 
Disease diagnosis 27 (8.9) 
Follow up to a previous medical treatment 17 (5.6) 
Routine check-up 12 (4.0) 
-Main medical problem  
Cardiovascular diseases  64 (21.2) 
Cancer 55 (18.2) 
Bone, joints, back and tendons 37 (12.3) 
Stomach, intestines and colon 25 (8.3) 
Eye related diseases 19 (6.3) 
Brain, spinal cord and nerves 17 (5.6) 
Gynaecology 13 (4.3) 
Diagnosis stage 12 (4.0) 
Diabetes related conditions 10 (3.3) 
Kidney and urinary conditions 9 (3.0) 
Cosmetic 8 (2.6) 
Ear, nose, and throat 8 (2.6) 
Check-up 6 (2.0) 
Lever 5 (1.7) 
Gallbladder 4 (1.3) 
Amputations 4 (1.3) 
Skin related conditions 3 (1.0) 
Lung related conditions 3 (1.0) 
Length of stay in days in Jordan  
1-7 25 (8.3) 
8-14 45 (14.9) 
15-21 54 (17.9) 
22-28 53 (17.5) 
29-35 37 (12.3) 
36 or more 86 (28.5) 
Do not know 2 (0.7) 
N=302 
(Source: Author‘s fieldwork) 
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Another result in this research might explain the length of stay of the 
respondents in Jordan, 36 days or more for 28.5% of the respondents. The 
main medical purposes of the visit of the respondents, was mostly for surgical 
purposes (65.6%) as well as the main medical problems such as the 
cardiovascular diseases (21.2% of the respondents) and cancer (15.2% of the 
respondents) (see Table 5.8). The period after surgery or the post-operative 
period is an essential part of the recovery or recuperation of the patient from his 
or her surgical experience. This period differs based on the type of surgery 
performed. Some types of surgery need a longer recovery period. For example, 
the heart surgery recovery period lasts about six to eight weeks, after which 
normally there is a routine check-up performed by the physician (Cleveland 
Clinic, 2009). In this study, it was found that almost 15% of the respondents had 
heart related surgery.  
5.3.6. Average Spent per Day, Treatment Cost, and Perception of 
Treatment Cost. 
Almost 40% of the total respondents in this study (n=118) reported that the 
average spending per person per day in Jordan was 1-20 Jordanian dinars 
(JOD) and around one fourth of the respondents reported a range of JOD 21- 
40 while around 20% (n=65) reported a range of  JOD 41-60 (see Table 5.9).  
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Table 5.9: Financial characteristics of the respondents‟ visit 
 F (%) 
 
Average spend per day 
per person in Jordanian 
dinar 
 
1-20 118 (39.1) 
21-40 78 (25.8) 
41-60 65 (21.5) 
61-80 19 (6.3) 
81-100 13 (4.3) 
more than 100 3 (1.0) 
Do not know 6 (2.0) 
 
Treatment cost in 
Jordanian dinar 
 
1-2000 39 (12.9) 
2001-4000 47 (15.6) 
4001-6000 50 (16.6) 
6001-8000 53 (17.5) 
8001-10000 28 (9.3) 
more than 10000 56 (18.5) 
Do not know 29 (9.6) 
 
Perception of 
respondents of 
treatment cost in 
Jordan 
 
Reasonable 94 (31.1) 
Unreasonable 148 (49.0) 
Don't know 31 (10.3) 
No opinion 29 (9.6) 
N=302 
(Source: Author‘s fieldwork) 
Furthermore, of the 302 respondents, less than 20% (n=56) stated that their 
treatment cost was more than JOD 10000 while around 34% (n=103) revealed 
that it was from over JOD 4000-8000. Interestingly, while around 30% (n=94) 
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perceived treatment costs in Jordan as reasonable, almost half of the 
respondents (n=148) perceived treatment costs as unreasonable (see Table 
5.9). This final result reflects the perception of the overseas inpatients regarding 
the high prices of healthcare services in Jordan. In this study the price of 
healthcare services in Jordan is considered a weak or very weak pull factor 
among international patients as reported by around 83% of respondents of this 
study, as will be shown later in the pull/push factors section (see Table 5.14). 
Furthermore, the relative high price of healthcare services in other countries has 
also been found to be a weak or very weak push factor for medical tourists to 
acquire healthcare services in Jordan, as reported by almost 95% of 
respondents (see Table 5.14). Although the price of the healthcare was 
perceived as high by almost half of the respondents (see Table 5.9), the 
availability of some kind of financial coverage or support might have attracted 
these patients to Jordan especially with the presence of healthcare protocols 
between Jordan and the neighbouring countries.  In this study, around 56% of 
the respondents were encouraged to seek healthcare in Jordan because of the 
existence of health insurance protocols in their countries with Jordan and more 
than 50% of the respondents were encouraged to seek healthcare in Jordan 
because their insurance covers most of their expenses in Jordan, as will be also 
shown under the section of pull/push factors (see Table 5.14). 
5.3.7. Tourist Activities during Visit 
The three main activities reported by the respondents of this study were 
shopping, eating out and visiting friends (see Table 5.10). Interestingly, similar 
top activities were noticed in relation to activities before, during and after 
treatment in this study. As shown in Table 5.10, the respondents reported the 
231 
 
same top three activities with their companions as follows: Before main 
treatment period: 46.0% (n=139) eating out locally, 45.4% (n=137) shopping 
and 33.8% (n=102) visiting friends / relatives. During the main treatment period: 
50.3% (n=152) eating out locally, 48.7% (n=147) shopping and 35.4% (n=107) 
visiting friends / relatives. Finally, after the main treatment period: 45.0% 
(n=136) shopping, 30.5% (n=92) eating out locally and 28.5% (n= 86) visiting 
friends / relatives.  
Table 5.10: Activities of respondents and companions before, during and 
after the treatment period 
 
 
 
Before main 
treatment 
period 
F (%) 
During main 
treatment 
period 
F (%) 
After main 
treatment 
period 
F (%) 
 
Activities    
Visiting friends / relatives.          102 (33.8) 107 (35.4) 86 (28.5) 
Eating out locally. 139 (46.0) 152 (50.3) 92 (30.5) 
Shopping. 137 (45.4) 147 (48.7) 136 (45.0) 
Visiting museums / art 
galleries. 32 (10.6) 21 (7.0) 15 (5.0) 
Visiting historic attraction 
(e.g. The Citadel, Jerash, 
Petra). 49 (16.2) 27 (8.9) 56 (18.5) 
Visiting religious sites (e.g. 
Madaba, Mount Nebo, The 
Baptism site). 13 (4.3) 18 (6.0) 44 (14.6) 
Going to the desert (e.g. 
Wadi Rum, Mujeb Nature 
Reserve). 4 (1.3) 3 (1.0) 7 (2.3) 
Going to health sites (e.g. 
the Dead Sea, Ma'iin Spa). 27 (8.9) 15 (5.0) 67 (22.2) 
Going to Aqaba. 5 (1.7) 1 (0.3) 10 (3.3) 
Attending a tourist event / 
festival (e.g. Jerash festival). 0 (0.0) 1 (0.3) 0 (0.0) 
N=302 
(Source: Author‘s fieldwork) 
However, there was a shift in patterns especially after the main treatment period 
(see Figure 5.1). For example, tourist activities such as visiting religious and 
historical sites as well as health sites had increased after the main treatment 
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period. Furthermore, it was noticed that eating out and shopping were the first 
and second main activities respectively before and during the main medical 
treatment. However, a switch of popularity of activity occurred after the main 
treatment period, where shopping became the main activity. These results are 
contrary to those of Doshi‘s study (2002), as he found that medical tourists and 
their companions in Malaysia went on tours (25%) more than shopping (17%), 
and more than half of the health tourists did other activities including visiting 
friends/relatives. 
 
Figure 5.1: The six most popular main activities of respondents and 
companions before, during and after treatment period 
(Source: Author) 
It has been also noticed that the activities undertaken by participants and their 
companions in this study were mild physical activities. When groups of 
travellers are involved, several opinions may contribute to the final decision 
about activities (Pearce, 2005). However, the health circumstances of medical 
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tourists might have affected the activities undertaken by individuals, as reported 
in the literature (Swarbrooke & Horner, 1999; Giles-Corti & Donovan, 2002). 
Limited activity was also depicted in the qualitative interviews as some 
participants declared that they were not willing to do any activities because they 
were sick. Out of the 7 participants who answered the question, only 3 reported 
limited activity, while the other four reported no activities. Answering the 
question one participant commented: 
“We didn‟t do any activities… I am tired and I need to relax” [Respondent 
O, Female, 45, Yemeni]. 
And, 
“In the hospital all the time, they (companions) did not leave me. I am here 
for surgery; I am not here for tourism…after I leave the hospital I want to 
go to Libya immediately” [Respondent L, Male, 70, Libyan]. 
And, 
“I did not come here for tourism” [Respondent M, Male, 46, Sudanese]. 
These results are in agreement with Horowitz and Rosensweig‘s (2007) and 
Horowitz et al.‘s (2007) views, which are that the leisure aspect in medical 
tourism becomes weaker as the complexity of the patient‘s health status 
increases. 
However, Respondent M reported the possibility of returning to Jordan for 
tourism: 
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 “In the future I might come back for tourism” [Respondent M, Male, 46, 
Sudanese]. 
Other participant reported intentions to visit tourist sites after their diagnosis, 
“Maybe, if I got diagnosed and my health got better, I might go to visit one 
of the tourist places” [Respondent R, Female, 42, Sudanese]. 
The respondents generally showed frustration while the researcher was 
attempting to ask this particular question. Many even shook their heads not only 
as a sign that they did not wish to answer the question but as a sign that they 
were unhappy with a question that suggested they came for tourism. Indeed 
these are not conventional tourists but special-interest tourists. Therefore, their 
behaviour will be different from conventional tourists.  
5.4. Sources of Information 
To answer the first question related to the second objective of this research, this 
section provides an analysis of the sources of information used by medical 
tourist to inform them about healthcare options in Jordan (See Tables 5.11, 5.12 
and 5.13). 
5.4.1. Sources of Information Results and Discussion 
Of the total respondents, 85.7% (n=259), reported recommendations and data 
from friends and relatives as an important or very important source of 
information about medical treatment in Jordan (see Table 5.11). It was the only 
source of information reported as important or very important by a majority in 
this study and it was the only source of information with a mean above 3 
(mean=4.36) (see Table 5.12). These results are somewhat consistent with 
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Doshi‘s (2002) study of medical tourists, where the highest percentage of the 
total respondents (58%) also reported friends and relatives living or visiting 
Malaysia as their main source of information and other general healthcare 
literature including Cheng et al.‘s (2003) study, which reported that a hospital‘s 
reputation or consumer‘s recommendation was basically the only source of 
information for patients when choosing a hospital. It also supports researchers‘ 
views that recommendations and data from family and friends are an important 
source of information (Edgman-Levitan & Cleary, 1996, Seningers, 2000). 
Table 5.11: Sources of information 
 Very 
unimportant 
 
F (%) 
Unimportant 
 
 
F (%) 
Neither 
important nor 
unimportant 
F (%) 
Important 
 
 
F (%) 
Very 
important 
 
F (%) 
Own prior experience of 
medical services in Jordan. 
 
207(68.5) 
 
30(9.9) 
 
4(1.3) 
 
2(0.7) 
 
59(19.5) 
Own physician‘s 
recommendations on where 
to travel for certain 
procedures and diagnostic 
tests   
 
 
 
183(60.6) 
 
 
 
23(7.6) 
 
 
 
8(2.6) 
 
 
 
13(4.3) 
 
 
 
75(24.8) 
Jordanian physicians 
working in my country of 
residence.  
 
240(79.5) 
 
31(10.3) 
 
3(1.0) 
 
2(0.7) 
 
26(8.6) 
Private health insurance 
company. 
 
220(72.8) 
 
20(6.6) 
 
4(1.3) 
 
2(0.7) 
 
56(18.5) 
National health insurance 
service. 175(57.9) 12(4.0) 5(1.7) 12(4.0) 98(32.5) 
Recommendations and 
data from friends and 
relatives. 32(10.6) 0(0.0) 11(3.6) 43(14.2) 216(71.5) 
Media: articles, newspaper, 
magazine, radio, TV 
program. 263(87.1) 21(7.0) 9(3.0) 1(0.3) 8(2.6) 
Guide book or brochure.  258 (85.4) 21(7.0) 8(2.6) 3(1.0) 12(4.0) 
Jordanian hospital 
representative office.                    210(69.5) 17(5.6) 10(3.3) 8(2.6) 57(18.9) 
Jordanian embassy / 
Jordan health attachés.  240(79.5) 13(4.3) 8(2.6) 6(2.0) 35(11.6) 
Previous non-medical trip/s 
to Jordan. 166(55.0) 11(3.6) 9(3.0) 22(7.3) 94(31.1) 
N=302 
(Source: Author‘s fieldwork) 
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Table 5.12: Sources of information mean and standard deviation 
 Mean Std. Deviation 
Recommendations and data from friends and relatives. 4.36 1.257 
Previous non-medical trip/s to Jordan. 2.56 1.836 
Public health services 2.49 1.857 
Own physician‘s recommendations on where to travel for  
certain procedures and diagnostic tests 
2.25 1.728 
 
Jordanian hospital representative office                   1.96 1.594 
Own prior experience of medical services in Jordan 1.93 1.577 
Private health insurance company 1.85 1.557 
Jordanian embassy / Jordan health attaches. 1.62 1.343 
Jordanian physicians working in my country of residence 1.49 1.161 
Guide book or brochure 1.31 0.898 
 
Media: articles, newspaper, magazine, radio, TV program 
 
1.25 0.764 
 
N=302 
(Source: Author‘s fieldwork) 
 
 
Figure 5.2: Percentage of respondents who indicated source of 
information as „important‟ or „very important‟ 
(Source: Author) 
Moreover, ‗Recommendations and data from friends and family‘ was the first 
theme depicted in the semi-structured qualitative interview in terms of sources 
of information. Box 5.1 shows the main themes which emerged from the 
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qualitative content analysis of the data from the semi-structured interviews 
including some supportive quotes of participants.  
Answering the question ‗How did you know about medical treatment in Jordan?‘  
One participant answered:  
“My friend came to Jordan for treatment. I asked him; he told me about this 
hospital” [Respondent E, Male, 37, Sudanese]. 
This answer not only suggests that ‗a friend‘ was the source of information but 
also it suggests that the participants had information regarding a specific 
hospital in Jordan. Another participant stated: 
“I know many Libyans who came here for treatment” [Respondent T, Male, 
50, Libyan]. 
This statement suggest ‗friends and family‘ as the source of information. This 
answer also suggested that the participant perceived that the numbers of 
Libyans seeking healthcare in Jordan as high.  
which suggests ‗friends and family‘ as the source of information and it also 
suggests a clear case of word-of-mouth, which support Crooks et al.‘s (2010) 
review research, which identified word-of-mouth as a pull factor that shapes a 
patient‘s decision to seek overseas healthcare. Word-of-mouth includes 
recommendations from family and friends and physicians‘ recommendations. 
Answering the question ‗How did you know about medical treatment in 
Jordan?‘, reputation came up as a major theme in this research: 
“Quality of healthcare is in Jordan something that is well known for 
everybody” [Respondent P, Male, 39, Palestinian] 
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And, 
“Everybody knows the medicine here is good” [Respondent M, Male, 46, 
Sudanese]. 
The participant added after the researcher prompt him: 
“All Sudanese who came for treatment in Jordan… they talk” [Respondent 
M, Male, 46, Sudanese],  
And, 
“Medicine in Jordan has good reputation between Sudanese” [Respondent 
Q, Male, 50, Sudanese]. 
This result is supportive of those of a Doshi‘s (2002) of medical tourists and 
Cheng et al. (2003) and views (TRAM, 2006) (Jordan National Competitiveness 
Team, 2007).   
Physicians recommendations was reported in this study as being less important 
than recommendations from family and friends in informing patients about 
healthcare services in Jordan as only one fourth of the respondents (n=75) 
reported their own physician‘s recommendations as being a very important 
source. This result in this study is consistent with that of Edgman-Levitan and 
Cleary (1996), who reported that consumers of healthcare value the views of 
family and friends more than any other sources of data, including physicians. 
The reason for giving more importance to family and friends recommendations 
might be because family and friends are normally more important as people and 
therefore they are more important as a source of information.  Furthermore, it 
was obvious from the content of the participants of qualitative interviews 
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answers that their friends and family, who were their source of information, had 
first-hand experience with healthcare services in Jordan. In some cases the 
participants even elaborated on the positive experiences of their relatives or 
friends in Jordan. Thus, these patients might value the opinions of a previous 
patient that used to be in a similar position and might have a similar perspective 
rather than a physician. The importance of family members‘ views to patients 
could be due to the central value of family in the Arab culture (Hammad et al., 
1999; Lovering, 2012). Simply maintaining high quality healthcare services 
provided for international patients might attract even more medical tourists as 
the ones who have already experienced the service might play a big role in 
encouraging the sick people from their family members and friends to seek 
treatment in Jordan. 
Regarding the national health insurance service, around one third of the total 
respondents (n=110) reported that their national health insurance service was 
an important or very important source of information. This was also shown in 
the qualitative interviews. Answering the question ‗How did you know about 
medical treatment in Jordan?‘, one of the qualitative interviews participants 
stated referring to his national health insurance service: 
“The government informed us” [Respondent Q, Male, 50, Sudanese]. 
Contrary to Jordan National Competitiveness Team‘s (2007) report, health 
attaches in Jordanian embassies role as sources of information for medical 
tourism in Jordan was rated as unimportant or very unimportant by around 84% 
of all respondents (n=253). Therefore, the role of the health attaches in 
Jordanian embassies in promoting medical tourism in Jordan should be 
reviewed by evaluating their communication skills and approach in marketing, in 
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addition to assessing the type and amount of information that they have with 
regard to Jordanian healthcare services‘ scope and quality. 
Interestingly, guide books or brochures and media (including articles, 
newspaper, magazine, radio and TV programs) had virtually no importance 
among respondents as 92% and 94% respectively stated that they were 
unimportant or very unimportant as a source of information (see Table 5.14). 
Unlike print media, television broadcasting is very popular in the Arab World. It 
is cheaper and more accessible to all literacy levels across the geopolitical 
borders of the different Arab states (Rinnawi, 2006). Horowitz et al. (2007) 
noted that medical tourism has captured the attention of the media. However, in 
the Arab World not much attention has been paid by the transnational Arab 
speaking television broadcasting media to the medical tourism sector. 
Therefore, the media was not an important source of information in this study 
for the majority of the respondents as mentioned. Furthermore, information on 
medical tourism in Jordan is limited and is mainly reported in official national 
reports which are not usually accessible sources of information for potential 
medical tourists.  
 
 
 
 
 
Box 5.1 Qualitative content analysis for sources of information 
241 
 
Friends and relatives 
 
“I know many Libyans who came here for treatment” [Respondent T, Male, 50, Libyan] 
“All Sudanese who came for treatment in Jordan… they talk” [Respondent M, Male, 46, 
Sudanese] 
“My friend came to Jordan for treatment… I asked him; he told me about this hospital” 
Respondent E, Male, 37, Sudanese] 
Reputation 
 
“Quality of healthcare is in Jordan something that is well known for everybody” [Respondent P, 
Male, 39, Palestinian] 
“Everybody knows the medicine here is good” [Respondent M, Male, 46, Sudanese]. 
“Medicine in Jordan has good reputation between Sudanese” [Respondent Q, Male, 50, 
Sudanese]. 
 
Prior experience 
 
“I know because this is not my first time here for treatment… I have been here before” 
[Respondent F, Male, 64, Sudanese]. 
“My husband was treated here in Jordan… he had serious heart condition.. I was with him” 
[Respondent R, Female, 42, Sudanese] 
Previous non-medical trip/s to Jordan 
 
“For the past three, no, four years, we have been coming every year for tourism” [Respondent 
F, Male, 64, Sudanese]. 
National health insurance (Public) 
 
“The government informed us” [Respondent Q, Male, 50, Sudanese]. 
Jordanian hospital representative office 
 
“We called the hospital‟s office in Khartoum (Sudan) for information” [Respondent M, Male, 46, 
Sudanese] 
 
 (Source: Author‘s fieldwork) 
5.4.2. Sources of Information Bivariate Analysis 
The Mann-Whitney U test is a non-parametric test that does not require the 
assumption of normality. It was performed to test the existence of any 
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significant differences in the sources of information regarding medical treatment 
in Jordan between first time visitors (n=141) and repeat visitors (n=161).  
The Mann-Whitney U test showed a Z values ≤ -1.96 and significance levels of 
p≤0.05. Furthermore, Mann-Whitney U test was used to compare the medians 
and mean ranks of the dependent variable (source of information) for the two 
groups (first visitors and repeat visitors) of the independent variable (type of 
visit). Table 5.13 presents a tabulation of all these results. Therefore, significant 
differences were found between the two groups. First time visitors and the 
previous visitors group differ in 4 out of the 11 sources informing them about 
medical treatment in Jordan. 
Table 5.13: Significant differences in the importance of sources of 
information between first time visitors and repeat visitors 
    Mean Rank (median) 
 
Mann-
Whitney U 
 
z ≤ 
-1.96 
p ≤ 
0.05 
first time 
visitors 
n=141 
repeat 
visitors 
n=161 
My previous non-medical trip 3095.000 -12.166 .000 92.95 (1) 202.78 (1) 
My own prior experience of medical 
services in Jordan 
7124.000 -6.822 .000 121.52 (1) 177.75 (5) 
National health insurance service 8496.000 -4.294 .000 171.74 (3) 133.77 (1) 
Jordanian hospital representative office 9298.000 -3.345 .001 166.06 (1) 138.75 (1) 
 
Previous non-medical trips and prior experience of medical services in Jordan 
were significantly more important sources of information for previous visitors 
about medical treatment in Jordan than the first time visitors group while the 
national health insurance service and Jordanian hospital representative office 
were significantly more important sources of information for the first time visitors 
group than the previous visitors to Jordan. 
Prior experience of medical services was also identified by Hermans and 
Brouwer (2003) as an important form of familiarity with healthcare services and 
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subsequently an important source of information. However, these results 
indicate that regardless of the type of visit, previous visits are important in 
informing visitors about healthcare services in Jordan. This suggests that 
informing tourists during their visit to Jordan about medical care options in the 
country could be a good promotional effort to target potential medical tourists 
and familiarize them with healthcare services in Jordan.   
The results also emphasize the importance of protocols and agreements 
between the Jordanian government and/or Jordanian private hospitals and 
national buyers of healthcare services in other countries, in informing first time 
visitors about healthcare services in Jordan, in addition to Jordanian hospitals 
representative offices in those countries. Private hospitals have been actively 
promoting their healthcare services and their representative offices seem to do 
the right job when it comes to providing information for potential customers 
about medical options in their healthcare organizations in Jordan.  
This may suggest that the more protocols signed and the more representative 
offices of private hospitals opened overseas, the more information gained by 
potential first time visitors to acquire healthcare services in Jordan, which would 
increase the chances of them actually travelling to Jordan for treatment.  
The existence of treatment protocols was found to be one of only two factors 
which elicited statistically significantly stronger push/pull factors encouraging 
first time visitors to travel to acquire medical treatment in Jordan. This result will 
be presented in the following section (see also Table 5.16). 
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5.5. Pull/Push Factors 
To answer the second question related to the second objective of this research, 
this section provides an analysis of the push/pull factors affecting medical 
tourists‘ decision to healthcare in Jordan (See Tables 5.14, 5.15 and 5.16). 
5.5.1. Pull/Push Factors Results and Discussion 
As shown in Table 5.15, there were 10 strong factors in affecting the medical 
tourist decision to travel. These factors are the ones with mean scores over 3 
(see also figure 5.3). However, the following five pull/push factors scored the 
highest means of all 24 pull/ push factors in this study and they were the only 
ones with mean scores over 4, suggesting the strongest factors in encouraging 
international patients to acquire healthcare services in Jordan. These five 
factors are: availability of specialized treatments in Jordan, recommendations 
from friends/relatives, similar language, similar culture and the poorer quality of 
healthcare in country of residence. On the other hand, the following five factors 
scored the lowest means of all 24 pull/ push factors and they were the only 
ones with mean scores of 2 or less, suggesting the weakest factors in 
encouraging international patients to acquire healthcare services in Jordan: 
travel costs to Jordan are low, previous experience with healthcare services in 
Jordan, Jordan is less expensive than other countries in healthcare, the 
relatively high price for healthcare where they come from and patients being 
originally from Jordan. 
Some of the results among others in Table 5.14 were also captured in the 
qualitative interviews as shown in Box 5.2. 
245 
 
In this study, the vast majority of the 302 respondents (87.7%) evaluated the 
availability of specialized treatments in Jordan as a strong or very strong factor 
in encouraging them to acquire healthcare services in Jordan. This factor was 
also captured in the qualitative interviews. One participant answered 
“When I had to do a cataract surgery, I had to come here to do it” 
[Respondent A, Male, 65, Iraqi]. 
While another said 
“Many other Sudanese got treated for cancer in Jordan and they got 
better… that is why I came here” [Respondent S, Male, 16, Sudanese]. 
These results support Hermans and Brouwer‘s (2003) and Lagiewski and 
Myers‘s (2008) suggestions that good availability of treatments for specific 
diseases is a pull factor that encourages medical tourists to travel abroad to 
acquire health services that are unavailable in their home countries. Indeed, a 
whole country, or certain hospitals within a country can become famous for the 
specialised treatments that they offer (Voigt et al., 2010) and Jordan is one of 
those countries. Jordan is characterized by its highly educated and well trained 
physicians and it is becoming an industry leader of healthcare professionals as 
well as in enforcing quality standard in the Middle East. The Jordanian 
physicians who provide the highly specialized treatment are mostly board 
certified in the UK, the US, Canada, Australia, Germany and Jordan. In addition, 
Jordan has well-equipped hospitals and strong local pharmaceutical industries. 
In this study, the shortage of particular medical equipment where respondents 
came from was evaluated as a strong or very strong factor by only 56% of the 
total respondents. 
246 
 
 
Table 5.14: The push and pull factors affecting the decision to travel to 
Jordan for medical purposes  
 
  
Very weak 
 
F (%) 
 
Weak 
 
F (%) 
Neither 
Weak nor 
strong 
F (%) 
 
Strong 
 
F (%) 
 
Very strong 
 
F (%) 
Availability of specialized 
treatments in Jordan 
29 (9.6) 1(0.3) 7(2.3) 49 (16.2) 216 (71.5) 
Recommendations from 
friends/relatives 
35 (11.6) 0 (0.0) 
14 (4.6) 73 (24.2) 180 (59.6) 
I have similar language 28 (9.3) 4 (1.3) 33 (10.9) 71 (23.5) 166 (55.0) 
I have similar culture  29 (9.6) 4 (1.3) 34 (11.3) 71 (23.5) 164 (54.3) 
The poorer quality of healthcare 
where I come from 
31 (10.3) 13 (4.3) 30 (9.9) 76 (25.2) 152 (50.3) 
Availability of information about 
treatment options in Jordan 
60 (19.9) 8 (2.6) 53 (17.5) 115 (38.1) 66 (21.9) 
Shortage of particular medical 
equipment where I come from 
88 (29.1) 17 (5.6) 28 (9.3) 54 (17.9) 115 (38.1) 
Authorities/insurers - Jordanian 
providers contracts 
105 (34.8) 8 (2.6) 20 (6.6) 43 (14.2) 126 (41.7) 
Positive attitudes of Jordan 
government/host towards 
overseas patients 
87 (28.8) 5 (1.7) 50 (16.6) 78 (25.8) 82 (27.2) 
My insurance covers most of my 
expenses in Jordan 
117 (38.7) 7 (2.3) 24 (7.9) 61 (20.2) 93 (30.8) 
Consultants are willing to take on 
patients treated elsewhere 
83 (27.5) 17 (5.6) 92 (30.5) 48 (15.9) 62 (20.5) 
Avoiding the long waiting time for 
treatment 
125 (41.4) 27 (8.9) 29 (9.6) 47 (15.6) 74 (24.5) 
Direct referrals/advice from 
physicians 
150 (49.7) 14 (4.6) 23 (7.6) 30 (9.9) 85 (28.1) 
I have family/friends in Jordan 149 (49.3) 16 (5.3) 32 (10.6) 17 (5.6) 88 (29.1) 
Out-of-pocket costs in Jordan are 
high 
126 (41.7) 27 (8.9) 54 (17.9) 44 (14.6) 51 (16.9) 
Jordanian healthcare facilities are 
the nearest 
143 (47.4) 32 (10.6) 37 (12.3) 31 (10.3) 59 (19.5) 
Simplicity of administrative 
procedures involved in my travel 
to Jordan 
144 (47.7) 13 (4.3) 70 (23.2) 23 (7.6) 52 (17.2) 
Absence from work can be very 
costly for me/my employer 
150 (49.7) 30 (9.9) 46 (15.2) 19 (6.3) 57 (18.9) 
Having a vacation in Jordan 156 (51.7) 41(13.6) 29 (9.6) 33 (10.9) 43 (14.2) 
Travel costs to Jordan are low 149 (49.3) 58 (19.2) 60 (19.9) 17 (5.6) 18 (6.0) 
My own previous experience with 
healthcare services in Jordan  
225 (74.5) 7 (2.3) 10 (3.3) 4 (1.3) 56 (18.5) 
Jordan is less expensive than 
other countries in healthcare 
193 (63.9) 57 (18.9) 29 (9.6) 7 (2.3) 16 (5.3) 
The relatively high price for 
healthcare where I come from 
237 (78.5) 47 (15.6) 15 (5.0) 1 (0.3) 2 (0.7) 
I am originally from Jordan  286 (94.7) 7 (2.3) 6 (2.0) 0 (0.0) 3 (1.0) 
N=302 
 
(Source: Author‘s fieldwork) 
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The poorer quality of healthcare where the respondents came from was also 
evaluated as a strong or very strong factor, encouraging around 75% of 
respondents to travel to Jordan for medical purposes. This supports Hermans 
and Brouwer‘s (2003) argument on the importance of perceived quality of 
domestic healthcare as a trigger for international healthcare travel, and Akin 
and Hutchinson‘s (1999) argument that bypassing a local health facility in one‘s 
home country reflects significant problems with the quality of healthcare or 
significantly better healthcare services at the alternative chosen destination. 
Table 5.15: The push and pull factors affecting the decision to travel to 
Jordan for medical purposes, mean and standard deviation 
 Mean Std. Deviation 
Availability of specialized treatments in Jordan 4.40 1.209 
Recommendations from friends/relatives 4.20 1.285 
I have similar language 4.14 1.238 
I have similar culture  4.12 1.251 
The poorer quality of healthcare where I come from 4.01 1.305 
Availability of information about treatment options in Jordan 3.39 1.388 
Shortage of particular medical equipment where I come from 3.30 1.686 
Authorities/insurers - Jordanian providers contracts 3.25 1.782 
Positive attitudes of Jordan government/host towards overseas 
patients 
3.21 1.574 
My insurance covers most of my expenses in Jordan 3.02 1.737 
Consultants are willing patients treated elsewhere 2.96 1.463 
Avoiding the long waiting time for treatment 2.73 1.678 
Direct referrals/advice from physicians 2.62 1.768 
I have family/friends in Jordan 2.60 1.760 
Out-of-pocket costs in Jordan are high 2.56 1.547 
Jordanian healthcare facilities are the nearest 2.44 1.606 
Simplicity of administrative procedures involved in my travel to 
Jordan 
2.42 1.546 
Absence from work can be very costly for me/my employer 2.35 1.577 
Having a vacation in Jordan 2.23 1.513 
Travel costs to Jordan are low 2.00 1.208 
My own previous experience with healthcare services in Jordan  1.87 1.578 
Jordan is less expensive than other countries in healthcare 1.66 1.093 
The relatively high price for healthcare where I come from 1.29 .638 
I am originally from Jordan  1.10 .502 
N=302 
(Source: Author‘s fieldwork) 
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According to Lin (2010), high levels of healthcare services represent a vital 
factor in attracting medical tourists, an issue that has been supported by Crooks 
et al. (2010) and Doshi (2002) and Glinos and Baeten (2006) who emphasize 
the importance of quality health service as a pull factor for seeking cross-border 
healthcare. As been mentioned earlier in this chapter, around 60% respondents 
in this study came from countries with a proven poor quality of healthcare 
services, more specifically Iraq, Sudan and Yemen. The poorer quality of 
healthcare where the participants came from was also captured in the 
qualitative interviews. One participant stated: 
“They could not cure me in Yemen” [Respondent H, Male, 25, Yemeni]. 
while another stated 
“We have a problem in Sudan, treatment is a problem” [Respondent M, 
Male, 46, Sudanese]. 
As mentioned in the previous section of this chapter, recommendations and 
data from friends and relatives was the only source of information reported as 
important or very important by a majority in this study (see Table 5.12). It was 
also found to be one of the main factors encouraging respondents to seek 
healthcare in Jordan and was evaluated as a strong or very strong factor by 
around 84% of them (n= 253). Recommendations and data from friends and 
relatives were also evident as a theme in the answers to the question.  
Mentioning friends, one participant said: 
“Two of my friends came here for treatment, both advised me to come 
here”[Respondent N, Male, 62, Sudanese]. 
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Figure 5.3: Percentage of respondents who indicated factor „Strong‟ or 
„Very strong‟ in affecting their decision to travel to Jordan for medical 
treatment  
(Source: Author) 
 
And, 
“Actually, a Jordanian friend of my husband, I remembered now, he was 
the one who advised that me and my son do the gastric band here” 
[Respondent G, Female, 34, Sudanese]. 
While mentioning family, one participant stated: 
“My cousin had open heart surgery couple of years ago; he encouraged 
me to come here for treatment” [Respondent M, Male, 46, Sudanese]. 
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These results are supportive of Hermans and Brouwer‘s (2003) view that 
sources of information can be an important motivator for international 
healthcare travel, and of Seninger‘s (2000) view that recommendations and 
data from friends and relatives are integral in influencing patients‘ decisions to 
acquire care services. Recommendations and data from friends and relatives 
are part of the word-of-mouth which has been identified by Crooks et al. (2010) 
as a pull factor that shapes patient‘s decisions to seek overseas healthcare. 
In this study, language and culture ranked third and fourth overall in terms of 
encouraging respondents to travel to Jordan for medical purposes. The 
respondents of this study evaluated language (78.5%), and culture (77.8) as 
strong or very strong pull factors (see Table 5.14). These results are consistent 
with other researchers, who suggest that a similar language (Bookman and 
Bookman, 2007; Crooks et al., 2010; Reisman, 2010) and culture (Reisman, 
2010; Voigt et al., 2010) are key pull factors for encouraging international 
patients to acquire healthcare services in a destination.  
However, three participants from the semi-structured qualitative interviews 
criticized the presence of some non-Arabic speaking nurses and indicated a 
difficulty of communication with these nurses. The patients who are mostly 
Arabs are encouraged to travel to Jordan in particular because they expect to 
communicate in their own language, among other reasons, but when they find 
out that the nurses cannot speak Arabic, Jordan might lose one of the 
competitive advantages in the medical tourism market. The following chapter 
will expand more on the issue of non-Arabic speaking nurses. 
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Box 5.2 Qualitative content analysis for push/pull factors  
Informational: 
 
Recommendations from friends and relatives (pull factor) 
“Two of my friends came here for treatment, both advised me to come here” [Respondent N, 
Male, 62, Sudanese]. 
“Actually, a Jordanian friend of my husband, I remembered now, he was the one who advised 
that me and my son do the gastric band here” [Respondent G, Female, 34, Sudanese]. 
“My cousin had open heart surgery couple of years ago, he encouraged me to come here for 
treatment” [Respondent M, Male, 46, Sudanese]. 
 
Direct referrals or advice from physicians overseas to travel to Jordan for treatment (pull 
factor) 
―My physician advised me from the beginning, from the first period, to come here and get 
treatment‖ [Respondent J, Male, 21, Sudanese]. 
 
Institutional: 
  
My regional health authorities or insurers, have contracts with Jordanian healthcare 
providers (pull factor) 
“Since the state (Sudan) pays for treatment in Jordan, we came here for treatment” 
[Respondent J, Male, 21, Sudanese]. 
“There is an understanding between Jordan and Libya‟s government regarding sending cases 
for treatment in Jordan” [Respondent T, Male, 50, Libyan] 
“I had no choice. My government was the one who decided to send me here for medical 
treatment…they pay for my treatment and they decide where I go for treatment” [Respondent I, 
Female, 24, Sudanese]. 
“The Army provides me with treatment in Jordan” [Respondent F, Male, 64, Sudanese]. 
 
Administrative procedures involved in my travel to Jordan (pull factor) 
“We just sent our passports” [Respondent F, Male, 64, Sudanese]. 
 
Jordanian hospital representative office (pull factor) 
―They arranged everything for us… their office in Khartoum.. the hospital‖ [Respondent N, Male, 
62, Sudanese]. 
 
Quality: 
 
The poorer quality of healthcare where patients come from (push factor) 
“They could not cure me in Yemen” [Respondent H, Male, 25, Yemeni] 
“We have a problem in Sudan, treatment is a problem” [Respondent M, Male, 46, Sudanese], 
 
The relatively good availability of certain types of specialized treatments in Jordan (pull 
factor) 
“When I had to do a cataract surgery, I had to come here to do it” [Respondent A, Male, 65, 
Iraqi]. 
“Many other Sudanese got treated for cancer in Jordan and they got better… that is why I came 
here” [Respondent S, Male, 16, Sudanese]. 
 
Cost: 
 
Price (pull factor) 
“Many Saudis come here for treatment, of course the ones that do not have enough money to 
go to Europe. We, the poor, also come here for tourism” [Respondent D, Male, 47, Saudi]. 
 
Personal: 
 
Proximity (pull factor) 
―Jordan is nearby and I cannot travel for long hours‖ [Respondent F, Male, 64, Sudanese]. 
(Source: Author‘s fieldwork) 
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In this study, the availability of information about treatment options in Jordan 
was evaluated as a strong or very strong factor by 60% (n=181) of the 
respondents. This is consistent with what Seninger (2000) and Turner (2007a) 
suggest regarding the importance of availability of information in the choice of 
healthcare services. In addition, Mountford (2000) emphasizes the importance 
of availability of information about treatment options among patients in 
stimulating demand for international healthcare travel while lack of information 
in this area works as an obstacle to receiving treatment overseas.  
As reported earlier in this chapter, the positive attitudes of Jordan 
government/host towards international patients were rated by more than 50% of 
the respondents as a strong to very strong factor when seeking healthcare in 
Jordan (see Table 5.14). This might be explained not only by the continuous 
efforts of Jordan to target countries to promote its medical tourism sector but 
also by Jordan‘s openness as host country. This result supports the results of 
the Travel and Tourism Competitiveness Report for the year 2009, which 
indicate that Jordan was ranked fifth among 133 countries for tourism openness 
and 41 for positive population attitude toward foreign visitors (Blanke and 
Chiesa, 2009). However, only around 25% of respondents rated the simple 
administrative procedures during travel to Jordan as being strong to very strong, 
which might be explained by administrative procedures specific to the medical 
tourist‘s own countries. Administrative procedures should not be an extra 
burden for medical tourists who are already having health problems thus; all 
administrative procedures should be simplified for medical tourists with the 
cooperation of the medical tourists‘ countries. Special counters at the Queen 
Alia Airport were established by the Ministry of Health to facilitate the 
administrative procedures and to receive patients and provide free services, 
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including transportation to hospitals. These counters were strong and active in 
the beginning but later there was some kind of non-transparent referral 
procedures for incoming medical tourism, which created some kind of loss of 
trust from some hospitals regarding these counters.  On the other hand, and as 
discussed earlier, a group of medical tourists use their cars for travelling to 
Jordan and there is no information about the kind of services or support at the 
borders provided for them. All border entry points to Jordan need further 
examination and studies to enhance the overall medical tourism experience in 
Jordan as they are the first touchdown points in the country.  
Both the existence of ‗authorities/insurers - Jordanian providers‘ contracts‘ and 
‗insurance coverage of most expenses‘ in Jordan for medical tourists were rated 
as a strong or very strong factor among more than 50% of respondents. This 
was also captured in the qualitative interviews. One participant said: 
“There is an understanding between Jordan and Libya‟s government 
regarding sending cases for treatment in Jordan”[Respondent T, Male, 50, 
Libyan] 
While another said: 
“Since the state (Sudan) pays for treatment in Jordan, we came here for 
treatment” [Respondent J, Male, 21, Sudanese]. 
However, it was more obvious in one of the answers that the choice of 
destination was not the participant‘s‘: 
“I had no choice. My government was the one who decided to send me 
here for medical treatment…they pay for my treatment and they decide 
where I go for treatment” [Respondent I, Female, 24, Sudanese]. 
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It is essential to concentrate on such potential patients through their insurers or 
their place of work in terms of providing them with enough information so they 
formulate a favourable opinion of Jordan as a choice for medical tourism. This 
might encourage more of them to choose Jordan‘s healthcare services. 
Other cost related issues like travel costs to Jordan, lower costs of healthcare in 
Jordan compared to the other countries and high costs of healthcare at home 
country were rated strong or very strong by only 12%, 8% and 7% respectively 
by the respondents of this study. This might be explained by the possibility of 
the coverage of costs by the health insurance or agreements for the medical 
tourists, which in turn lowers the importance of the price and cost factors to 
respondents. This was also depicted in the qualitative interviews. One 
participant in the qualitative interviews mentioned lower costs, saying that 
“Many Saudis come here for treatment, of course the ones that do not 
have the enough money to go to Europe” [Respondent D, Male, 47, 
Saudi]. 
 This can be supportive of a previous result in this chapter where 60% of 
respondents (n=177) reported relatively lower than average annual income in 
their household. Compared to other countries, costs in Jordan were an 
encouraging factor for a small percentage of respondents (see Table 5.14). 
However, as almost half of respondent perceived costs unreasonable (see 
Table 5.9), it is essential to keep a realistic pricing policy in order not to deter 
medical tourists from coming to Jordan for medical treatment or to cause 
insurers and payers for healthcare to turn to cheaper healthcare providers in 
other countries. 
255 
 
Around 40% of the total respondents rated the avoidance of long waiting times 
for treatment as a strong to very strong factor encouraging them to travel to 
Jordan to seek medical treatment. Waiting times have been continuously 
mentioned in the literature as a reason for international healthcare travel 
(Brouwer et al., 2003, Hermans and Brouwer, 2003; Garcia-Altes, 2005; 
Connell, 2006; TRAM, 2006; Horowitz et al., 2007; Lee, 2007; Turner, 2008; 
Loubeau, 2009; Behrmann and Smith, 2010). In addition, one fourth of the 
respondents rated the statement on absence from work being very costly to 
them or their employers as a strong to very strong factor encouraging them to 
acquire healthcare services in Jordan. According to Hermans and Brouwer 
(2003), opting to travel abroad for medical treatment could decrease absence 
from work and thus reduce the cost of absence, which is often much higher than 
the cost of the healthcare required. By and large, international patients coming 
to Jordan for medical treatment are not pushed to do so by long waiting times in 
their own countries. 
As mentioned in the literature review, follow ups for patients after they go back 
to their countries are a key concern (Hermans and Brouwer, 2003). In this 
study, only around one third (n=110) of the respondents mentioned that the 
willingness of the consultants in their countries to take up patients treated 
elsewhere was a strong or very strong factor encouraging them to seek 
healthcare in Jordan, as shown in Table 5.14. However, with all the rapid 
development in technology for media and communication, Jordan should think 
about innovative methods to follow up on its medical tourists‘ health status after 
leaving for their home countries. Using telemedicine or other means of 
communications is vital for keeping in contact with patients and for marketing 
purposes. 
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Distance was not an issue for 58% of the respondents, who rated distance as a 
weak to very weak pull/ push factor in encouraging them to travel to Jordan for 
healthcare services compared to 30% who gave rates of strong to very strong. 
This result is contrary to the assumption that distance significantly affects the 
choice of medical tourism destination (Lin, 2010; Voigt et al., 2010). However, 
this result might be due to the fact that Jordan has good air connections for 
distant countries and good road infrastructure for neighbouring countries and as 
has been mentioned earlier in this chapter, most of the respondents (62.3%) 
travelled to Jordan by plane while 21.2% (n=64) travelled using their personal 
cars. Using the plane would shorten the time needed for travel, which would 
diminish the distance factor. 
In terms of vacationing, around 65% of the total respondents reported having a 
vacation in Jordan as a weak or very weak factor in encouraging them to travel 
to Jordan to acquire healthcare services. This goes with the fact that most 
respondents (65.6%) needed some kind of surgical intervention. Therefore, they 
are more focused on their health needs rather than their social needs of 
entertainment.  
This result is supported in the literature by Horowitz and Rosensweig (2007) 
and Horowitz et al. (2007), who reported that the leisure aspect in medical 
tourism becomes weaker as the complexity of the patient‘s health status 
increases. Doshi‘s study in Malaysian private hospitals (2002) also found that 
the availability of tourist attractions was less motivating than other factors for 
choosing Malaysia for medical treatment.  
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Being originally from Jordan was only a strong factor for 3 of all 302 
respondents. This result was somewhat expected because there was only one 
respondent with Jordanian nationality and the other two held other nationalities. 
Previous experience with healthcare services in Jordan was considered a 
strong or very strong factor by around 20% of all respondents (n=60). This 
result is low. However, it is an important indication as in a previous result in this 
study one fifth (21.5%) of the respondents revealed that they had visited Jordan 
before for medical treatment considered previous experience with healthcare 
services in Jordan as a strong or very strong factor (see Table 5.4). This result 
is also supported by Brouwer (1999 cited in Hermans and Brouwer, 2003) and 
Glinos and Baeten (2006), who found that familiarity with healthcare services is 
a stimulating factor for cross-border healthcare. Most importantly, previous non-
medical trip positive experiences could be a reason for future repeated visits. 
The results of push or pull factors were grouped into the five aspects which the 
author proposed in Chapter 3 (see Table 3.1, section 3.5.2) according to their 
calculated average mean. Figure 5.4, shows that the average mean scores of 
the quality items generated the highest average suggesting the strongest effect 
on the patient‘s decision. This was followed by informational items. Most 
importantly, the cost items generated the lowest average, suggesting the least 
effect on patient‘s decision to travel. 
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Figure 5.4: Push/pull factors affecting medical tourists‟ decision to travel 
to Jordan for medical treatment  
(Source: Author) 
 
In terms of qualitative analysis, and using the same criteria of grouping into the 
five aspects which the author proposed in Chapter 3 (see Table 3.1, section 
3.5.2), the content analysis for push/pull factors showed similar results in terms 
of types of main themes three dominant themes: informational, institutional and 
quality themes. However, in the quantitative results, it was noticed that the 
informational and institutional themes were more prominent that the quality 
theme.  
5.5.2. Pull/Push Factors Bivariate Analysis 
The Mann-Whitney U was performed to test the existence of any significant 
differences in push/pull factors encouraging first time visitors (n=141) and 
repeat visitors (n=161) to travel to acquire medical treatment in Jordan. 
Significant differences were found between the two groups.  
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The Mann-Whitney U test showed a Z values ≤ -1.96 and significance levels of 
p≤0.05. Furthermore, Mann-Whitney U test was used to compare the medians 
and mean ranks of the dependent variable (source of information) for the two 
groups (first visitors and repeat visitors) of the independent variable (type of 
visit). Table 5.16 presents a tabulation of all these results. Therefore, significant 
differences were found between the two groups. First time visitors and the 
previous visitors group differ in 11 out of the 24 push/pull factors encouraging 
them to travel to acquire medical treatment in Jordan. 
Table 5.16: Significant differences between first time visitors and repeat 
visitors in the importance of push/pull factors encouraging them to travel 
to acquire medical treatment in Jordan 
     Mean Rank (median) 
 
Mann-
Whitney U 
 
z ≤ 
-1.96 
p ≤ 
0.05 
first time 
visitors 
n=141 
previous 
visitors 
n=161 
My own previous experience with 
healthcare services in Jordan  
 
7277.500 
 
-7.064 
 
.000 
 
131.54 (1) 
 
168.98 (1) 
I have family/friends in Jordan 6806.500 -6.496 .000 119.27 (1) 179.72 (3) 
Having a vacation in Jordan 8535.500 -4.022 .000 131.54 (1) 168.98 (2) 
Simplicity of administrative procedures 
involved in my travel to Jordan 
 
9090.000 
 
-3.195 
 
.001 
 
135.47 (1) 
 
165.54 (3) 
Jordanian healthcare facilities are the 
nearest 
 
9320.000 
 
-2.855 
 
.004 
 
137.10 (1) 
 
164.11 (2) 
Availability of information about treatment 
options in Jordan 
 
9290.000 
 
-2.836 
 
.005 
 
136.89 (4) 
 
164.30 (4) 
Jordan destination travel costs are low  
9577.500 
 
-2.519 
 
.012 
 
138.93 (1) 
 
162.51 (2) 
Absence from work can be very costly for 
me/my employer 
 
9587.000 
 
-2.503 
 
.012 
 
138.99 (1) 
 
162.45 (2) 
Out-of-pocket costs in Jordan are high 9819.500 -2.116 .034 140.64 (2) 161.01 (3) 
Authorities/insurers - Jordanian providers 
contracts 
 
9098.000 
 
-3.168 
 
.002 
 
167.48 (5) 
 
137.51 (3) 
My insurance covers most of my 
expenses in Jordan 
 
9085.500 
 
-3.147 
 
.002 
 
167.56 (4) 
 
137.43 (3) 
 
 
Among the eleven factors, 9 elicited statistically significant responses among 
repeat visitors travelling to acquire medical treatment in Jordan than the first 
time visitors group. The nine factors are: previous experience with healthcare 
services in Jordan, having family/friends in Jordan, having a vacation in Jordan, 
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simplicity of administrative procedures involved in my travel to Jordan, Jordan 
destination travel costs are low, absence from work can be very costly for 
me/my employer and out-of-pocket costs in Jordan are high. These nine factors 
demonstrate factors encouraging previous visitors to return to Jordan for 
acquiring healthcare services. It is safe to assume that providing a positive 
experience with healthcare services in Jordan, simplifying administrative 
procedures involved in travel to Jordan, keeping travel costs to Jordan low and 
lowering out-of-pocket costs in Jordan would encourage visitors to come back 
for healthcare services. Furthermore, tourists having a vacation in Jordan may 
come back as medical tourists, thus it is essential to market medical tourism for 
all tourists coming to Jordan as potential medical tourists in the future. Indeed, 
concentrating on all these nine factors in marketing medical tourism might 
encourage more tourists to come back to Jordan as medical tourists. 
On the other hand, only two factors elicited statistically significant stronger 
push/pull factors encouraging first time visitors to travel to acquire medical 
treatment in Jordan compared with the previous visitors group and there were: 
the existence of healthcare insurance contract and protocols and that their 
insurance covers most of their expenses in Jordan. These two factors 
demonstrate the importance of protocols and agreements between the 
Jordanian government and/or Jordanian private hospitals, and buyers of 
healthcare services in other countries for attracting international patients to 
acquire healthcare services in Jordan for the first time. These results may 
suggest that the more protocols signed and more coverage of insurance in 
those protocols then the more first time visitors may be encouraged to acquire 
healthcare services in Jordan.  
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Thus, it is essential to establish suitable different mechanisms and tools when 
planning for promoting medical tourism in Jordan to attract both the first time 
medical tourists and previous medial tourists or visitors to Jordan.    
5.6. Summary 
This chapter has reported the medical tourists‘ profile, their sources of 
information, their motivations and behaviour. It has covered the results for these 
aspects in terms of both research instruments, namely the face-to-face 
questionnaire and semi-structured interviews. Descriptive quantitative statistics 
including frequencies, percentages, means, standard deviations and cross 
tabulations have been performed. The Mann-Whitney U non-parametric 
significance test was also used. Also, exploratory qualitative content analysis 
was used with the four open-ended questions in the semi-structured interview. 
The respondents were mainly males (74.2%); married (71.9%) with children 
(71.5%) and more than half of them were 36 to 55 years old. They were 
primarily the main wage earners in their families with annual household income 
of under $20000 (60%). 
Almost 60% of the total respondents in this study reported that the average 
spending per person per day in Jordan was up to JOD 40. Around 34% of the 
total respondents reported the treatment cost over JOD 4,000 to 8,000 and 
almost half of the respondents perceived treatment costs in Jordan as 
unreasonable.  
Respondents were primarily well educated with a diploma, university or post 
graduate degree (59.3%) and they came mainly from Arab countries with poor 
health infrastructure such as Iraq (23%), Sudan (20.9%) and Yemen (14.9%). 
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More than half of the respondents had been to Jordan before, and around one 
fifth acquired healthcare services on a previous trip to Jordan.  Furthermore, the 
overwhelming majority of the participants had come to Jordan with the main aim 
to acquire healthcare services (96%). More than third of the respondents 
suffered from serious problems such as cardiovascular disease (21.2%) and 
cancer (18.2%).  Moreover, surgery was the main medical intervention needed 
for almost two thirds of them. 
In terms of transport, planes were the main mode of travel to Jordan (62.3%) 
while taxis were the main mode of travel inside Jordan (47.7%). Medical tourists 
stayed a relatively long time in Jordan as more than 50% spent more than three 
weeks. The medical tourists‘ main companions were females (54.3%) with an 
average number of 1.75 companions per respondent. The number of 
companions varied from none to six companions.  
Similar top activities were noticed among medical tourists in relation to activities 
before, during and after treatment. These were: shopping, eating out, and 
visiting friends. However, a shift of activities‘ patterns occurred after the main 
treatment period including increasing touristic visits to religious and historical 
sites as well as health sites and a change of order in top activity as shopping 
headed the list. 
In regard to the pull/push factors encouraging international patients to acquire 
healthcare services in Jordan, the following five pull/push factors were the 
stronger factors for the respondents in encouraging overseas patients to 
acquire healthcare services in Jordan: availability of specialized treatments in 
Jordan, recommendations from friends/relatives, similar language, similar 
culture and the poorer quality of healthcare in country of residence. On the 
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other hand, the following five factors were weaker for the respondents than the 
other pull/ push factors: travel costs to Jordan are low, previous experience with 
healthcare services in Jordan, Jordan is less expensive than other countries in 
healthcare, the relatively high price for healthcare where they come from and 
being Jordanian. 
Bivariate analysis in the form of Mann-Whitney U test showed significant 
differences between first and repeat visitors in in terms of the sources of 
Information about medical treatment in Jordan and the push/pull factors 
encouraging them to travel to acquire medical treatment in Jordan. Previous 
non-medical trips and own prior experience of medical services in Jordan were 
significantly more important sources of information for previous visitors about 
medical treatment in Jordan than the first time visitors group while their national 
health insurance service and Jordanian hospital representative office were 
significantly more important sources of information for the first time visitors 
group. The following push/pull factors encouraged the repeat visitors to travel to 
acquire medical treatment more than the first time visitors group: previous 
experience with healthcare services in Jordan, having family/friends in Jordan, 
having a vacation in Jordan, simplicity of administrative procedures involved in 
travel to Jordan, Jordan destination travel costs are low, absence from work 
being very costly for the employer and out-of-pocket costs in Jordan being high. 
However, the only two significant push/pull factors that encouraged the first time 
visitors were: the existence of healthcare insurance contract and protocols and 
that their insurance covers most of their expenses in Jordan. 
In terms of qualitative analysis, reputation came up as a main theme in terms of 
source of information following recommendations from family and friends. While 
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there were three themes in terms of push/pull factors: informational, institutional 
and quality themes. However, the informational and institutional themes were 
more noticeable that quality themes.  
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6. Medical Tourists‘ Satisfaction and Perceived 
Quality of Healthcare Services in Jordan‘s Hospitals 
 
6.1. Introduction 
This chapter presents the quantitative and qualitative results of the 
questionnaire and semi structured interviews concerning Objective 3 and 
Objective 4 of this research. It concentrates on the results of the quantitative 
data analysis regarding medical tourists‘ level of satisfaction towards healthcare 
services in Jordan and the adaptation and validation of the measurement 
instrument.  For this purpose, factor analysis is used to explore underlying 
patterns and structure in the data. The chapter also presents the results of 
qualitative interviews with medical tourists in order to give added depth to the 
findings of the quantitative research. Principal Component Analysis (PCA) and 
Factor Analysis were utilized to determine the reliability and factor structure of 
the fourth part of the face-to-face questionnaire. This included factor analysis 
with varimax rotation (rotated component matrix), total variance explained, and 
final correlation matrix with oblimin rotation (structure matrix) and Cronbach‘s 
alpha, in addition to a range of correlations to assess construct validity 
including: inter-item correlations and item internal consistency (convergent 
validity) and item discriminant validity. 
To measure medical tourists‘ satisfaction, the scale of Zeki Yildiz and Senol 
Erdogmus (2004) was used after obtaining the researchers' permission 
(Appendix 7). The scale consisted of 35 items of Likert scale type. The scale 
items were related to four aspects. The first aspect was assessed by seven 
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questions that were directly related to the participants' satisfaction with nursing 
care. These were: informing the participant about the service, meeting by 
nurses, information given, nurses‘ skills and competencies, time nurses spend 
with patients, nursing staff‘s response to patient‘s call and behaving respectfully 
to the privacy of the patients. The second aspect was assessed by 6 questions 
that were directly related to physician satisfaction. These were: communication 
of the physician, concern and caring by the physician, information given by the 
physician, contact with the physician, skill of the physician and being respectful 
of privacy by the physician. 
The third category consisted of a group of seven questions directly related to 
nutrition service satisfaction. These were: quantity of the food, quality and taste 
of the food, food-service time, cleanliness of the food, cleanliness of food 
service staff, courtesy of food service staff and cleanliness of the dishes. The 
remaining 15 questions were related to the hospital environment and related to: 
room temperature, room lighting, room airing, quality of the bed, room security, 
quickness of the procedures, simplicity of the procedures, concern of the 
personnel, room cleanliness, cleanliness of the bath and toilet in room/service, 
cleanliness of the bed, the direction signs, the cafeteria, information at the 
entrance and parking. 
Table 6.1 shows a summary of the face-to-face questionnaire results for the 
question and Table 6.2 shows the mean and standard deviation of all 35 items. 
The following section presents the tabulated results of the fourth part of the 
questionnaire followed by the analysis and the validation process of the scale. 
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Table 6.1: Inpatients‟ satisfaction with the quality of healthcare  
 
Very good Good 
Neither good 
nor poor Poor Very poor 
Participants' satisfaction with nutrition service 
 
Quality of the meals 90 (29.8) 109 (36.1) 52 (17.2) 15 (5.0) 36 (11.9) 
Size of the meals 118 (39.1) 124 (41.1) 46 (15.2) 4 (1.3) 10 (3.3) 
Food-service timing 112 (37.1) 154 (51.0) 25 (8.3) 5 (1.7) 6 (2.0) 
Hygiene of the food 169 (56.0) 118 (39.1) 14 (4.6) 0(0.0) 1 (0.3) 
Hygiene of food service staff 162 (53.6) 123 (40.7) 15 (5.0) 1 (0.3) 1 (0.3) 
Courtesy of food service staff   138 (45.7) 134 (44.4) 23 (7.6) 3 (1.0) 4 (1.3) 
Hygiene of the dishes 177 (58.6) 113 (37.4) 11 (3.6) 0(0.0) 1 (0.3) 
      
Participants' satisfaction with physician  
 
  
Communication skills of 
physicians 
207 (68.5) 83 (27.5) 10 (3.3) 
0(0.0) 2 (0.7) 
Care shown - physicians 205 (67.9) 85 (28.1) 10 (3.3) 0(0.0) 2 (0.7) 
Information given - physicians 170 (56.3) 107 (35.4) 20 (6.6) 2 (0.7) 3 (1.0) 
Frequency of contact - 
physician 
152 (50.3) 118 (39.1) 25 (8.3) 6 (2.0) 1 (0.3) 
Skills of physician 239 (79.1) 54 (17.9) 7 (2.3) 0(0.0) 2 (0.7) 
Respecting privacy - physician 186 (61.6) 92 (30.5) 21 (7.0) 1 (0.3) 2 (0.7) 
      
Participants' satisfaction with nursing care  
 
   
Meeting by nurses 187 (61.9) 96 (31.8) 16 (5.3) 3 (1.0) 0(0.0) 
Informing patients about 
hospital services - nurses 
117 (38.7) 98 (32.5) 62(20.5) 5 (1.7) 20 (6.6) 
Information given by nurses 153 (50.7) 96 (31.8) 41 (13.6) 7 (2.3) 5 (1.7) 
Skill and competence of 
nurses 
197 (65.2) 91 (30.1) 12 (4.0) 1 (0.3) 1 (0.3) 
Amount of time your nurses 
spend with you 
165 (54.6) 104 (34.4) 23 (7.6) 4 (1.3) 6 (2.0) 
Nursing staff response to 
patient's call 
224 (74.2) 68 (22.5) 8 (2.6) 2 (0.7) 
0(0.0) 
Behaving respectfully to 
privacy by nurses 
184 (60.9) 98 (32.5) 17 (5.6) 1 (0.3) 2 (0.7) 
      
Participant’s satisfaction with the hospital environment  
 
Room temperature 130 (43.0) 133 (44.0) 35 (11.6) 3 (1.0) 1 (0.3) 
Room lighting 128 (42.4) 136 (45.0) 33 (10.9) 4 (1.3) 1 (0.3) 
Room airing 134 (44.4) 125 (41.4) 37 (12.3) 5 (1.7) 1 (0.3) 
Quality of the bed 160 (53.0) 120 (39.7) 13 (4.3) 5 (1.7) 4 (1.3) 
Room security 174 (57.6) 101 (33.4) 15 (5.0) 2 (0.7) 10 (3.3) 
Quickness of the procedures 148 (49.0) 127 (42.1) 19 (6.3) 3 (1.0) 5 (1.7) 
Simplicity of the procedures 150 (49.7) 128 (42.4) 20 (6.6) 3 (1.0) 1 (0.3) 
Concern of the personnel 159 (52.6) 119 (39.4) 20 (6.6) 2 (0.7) 2 (0.7) 
Room hygiene 215 (71.2) 80 (26.5) 5 (1.7) 1 (0.3) 1 (0.3) 
Hygiene of bath and toilet 216 (71.5) 75 (24.8) 8 (2.6) 1 (0.3) 2 (0.7) 
Hygiene of the bed 220 (72.8) 73 (24.2) 6 (2.0) 1 (0.3) 2 (0.7) 
Direction signs 117 (38.7) 148 (49.0) 29 (9.6) 5 (1.7) 3 (1.0) 
Cafeteria 62 (20.5) 102 (33.8) 54 (17.9) 20 (6.6) 64 (21.2) 
Information at entrance 106 (35.1) 140 (46.4) 42 (13.9) 10 (3.3) 4 (1.3) 
Parking 27 (8.9) 59 (19.5) 90 (29.8) 33 (10.9) 93 (30.8) 
 
N=302 
(Source: Author‘s fieldwork) 
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Table 6.2: Satisfaction with the quality of healthcare (mean and standard 
deviation) 
 
Mean 
Std. 
Deviation 
Skill of physician  4.75 .561 
Nursing staff‘s response to patient‘s call  4.70 .550 
Cleanliness of the bed  4.68 .598 
Room cleanliness  4.68 .558 
Cleanliness of bath and toilet in room 4.66 .614 
Communication skills of physician  4.63 .616 
Care shown by physician 4.63 .617 
Skills and competence of nurses  4.60 .617 
Meeting by nurses  4.55 .644 
Cleanliness of the dishes  4.54 .602 
Behaving respectfully to privacy by nurses  4.53 .680 
Behaving respectfully to privacy by physician  4.52 .700 
Cleanliness of the food  4.50 .619 
Cleanliness of food service staff  4.47 .640 
Information given by physician  4.45 .736 
Concern of the personnel 4.43 .706 
Room security 4.41 .884 
Quality of the bed 4.41 .767 
Simplicity of the procedures 4.40 .688 
Amount of time your nurses spend with you  4.38 .842 
Frequency of contact - physician 4.37 .748 
Quickness of the procedures 4.36 .785 
Courtesy of food service staff  4.32 .769 
Room temperature  4.28 .733 
Room airing 4.28 .766 
Room lighting  4.28 .735 
Information given by nurses  4.27 .901 
Direction signs  4.23 .767 
Food-service time  4.20 .814 
Quantity of the food  4.11 .940 
Information at entrance 4.11 .856 
Informing about hospital services by nurses  3.95 1.121 
Quality and taste of the food  3.67 1.280 
Cafeteria 3.26 1.419 
Parking 2.65 1.333 
 
N=302 
(Source: Author‘s fieldwork) 
6.2. Analysis and Validity of the Scale  
First, an assessment of the suitability of the data for factor analysis was 
performed. The psychometric properties of the scale in the current study were 
performed to assess its reliability and validity. 
The 35 items of satisfaction were subjected to exploratory factor analysis using 
the principal component analysis method. Prior to performing principal 
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component analysis the suitability of the data for factor analysis was assessed. 
Inspection of the correlation matrix revealed the presence of many coefficients 
of 0.4 or more. The Kaiser-Meyer-Olkin value was 0.86, exceeding the 
recommended value of 0.6 and Bartlett‘s Test of Sphericity met statistical 
significance of (P≤ 0.05) at (P= 0.005), supporting the factorability of the 
correlation matrix. 
Initially Principal Component Analysis revealed the presence of eight 
components with eigenvalues exceeding 1, explaining 28.1%, 11.05%, 8.53%, 
7.1%, 5.46%, 4.82%, 4.02% and 2.88% of the variance respectively. An 
inspection of the scree plot revealed a break after the 8th component (see 
Figure 6.1). Using Catell‘s scree test, it was decided to retain seven 
components for further investigation.  
 
Figure 6.1: Scree Plot 
(Source: Author‘s fieldwork) 
This decision was supported by Parallel Analysis, which showed only seven 
components with eigenvalues from the Principal Component Analysis 
exceeding the corresponding criterion values for a randomly generated data 
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matrix of the same size (35 variables x 302 respondents), as shown in Table 
6.3. 
Table 6.3: Comparison of eigenvalues from Principal Component Analysis 
(PCA) and the corresponding criterion values obtained from Parallel 
Analysis 
 
 
 
 
 
 
 
 
 
To aid the interpretation of these seven components, Varimax rotation was 
performed. At this stage, the seven components explained a total of 69.08 % of 
the variance, with component 1 contributing to 13.48 %, component 2 
contributing to 12.95 %, component 3 contributing to 12.36 %, component 4 
contributing to 8.84%, component 5 contributing to 8.40 %, component 6 
contributing to 8.14 % and component seven contributing to 4.90 % (see Table 
6.4).  
Table 6.4: Total variance explained and eigenvalue after Varimax rotation 
 
Eigenvalue 
after rotation 
Variation % Cumulative % 
Component 1 4.718 13.481 13.481 
Component 2 4.532 12.949 26.430 
Component 3 4.326 12.359 38.789 
Component 4 3.095 8.843 47.631 
Component 5 2.940 8.401 56.033 
Component 6 2.850 8.143 64.176 
Component 7 1.715 4.901 69.077 
 
 
Eigenvalues from 
PCA 
Eigenvalues from 
initial PA 
Component 1 9.837 1.702 
Component 2 3.869 1.615 
Component 3 2.985 1.546 
Component 4 2.483 1.493 
Component 5 1.910 1.440 
Component 6 1.686 1.394 
Component 7 1.406 1.348 
Component 8 1.009 1.307 
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After this stage, one item was excluded (Room security) as its loading was less 
than 0.4. The second factor analysis was performed after eliminating the item. 
The second Principal Component Analysis revealed that the seven components 
with eigenvalues exceeding 1 explained 28.6 %, 11.4 %, 8.8 %, 7.3 %, 5.5 %, 
5.0 %, and 4.1 % of the variance respectively, explaining a total of 70.5 % of the 
variance (see Table 6.5).  
Table 6.5: Total variance explained and initial eigenvalue after first item 
deleted 
 Eigenvalue  Variation % Cumulative % 
Component 1 9.728 28.613 28.613 
Component 2 3.859 11.351 39.964 
Component 3 2.982 8.770 48.734 
Component 4 2.477 7.286 56.020 
Component 5 1.867 5.492 61.512 
Component 6 1.684 4.953 66.465 
Component 7 1.403 4.128 70.593 
 
The rotated matrix revealed the presence of a simple structure. Almost all seven 
components showed strong loadings. Out of the 34 remaining items, each of 
them except one (Information at entrance) was loading substantially on only one 
component. This item (Information at entrance) had a loading value of (0.491) 
on the fourth component and a loading value of (0.546) on the seventh 
component. After considering the other items in the two components, it was 
decided to include the item with the seventh component. 
After of the inclusion of (Information at entrance) item with the seventh 
component, the seven components explained 13.8 %, 13.2 %, 12.7 %, 8.9 %, 
8.6 %, 8.4% and 5.0 % of the variance respectively, explaining a total of 70.5 % 
of the variance as shown in Table 6.7. 
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Table 6.6: Total variance explained and eigenvalue after one item deleted 
and Varimax rotation  
 Eigenvalue Variation % Cumulative % 
Component 1 4.688 13.787 13.787 
Component 2 4.498 13.229 27.016 
Component 3 4.311 12.679 39.696 
Component 4 3.008 8.848 48.543 
Component 5 2.920 8.587 57.130 
Component 6 2.858 8.405 65.535 
Component 7 1.720 5.057 70.593 
 
At this stage the scale contained 34 items: 
First, the nutritional care component includes the following seven items: hygiene 
of the food, hygiene of food service staff, hygiene of the dishes, size of the 
meals, courtesy of food service staff, food-service timing and quality and taste 
of the meals. 
Second, the nursing care component includes the following seven items: 
amount of time your nurses spend with you, skills and competence of nurses, 
information given by nurses, informing patients about hospital service by 
nurses, meeting by nurses, nursing staff response to patient's call, behaving 
respectfully to privacy by nurses. 
Third, the physician care component includes the following six items: care 
shown by physicians, communication skills of physicians, information given by 
physicians, frequency of contact by physicians, physicians being respectful of 
privacy and the skills of physician. 
Fourth, the room atmosphere component includes the following four items: 
room lighting, room temperature, room airing and quality of the bed. 
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Fifth, the procedure of incoming patients component includes the following three 
items: simplicity of the procedures, quickness of the procedures and concern of 
the personnel. 
Sixth, the room cleanliness component includes the following three items: 
hygiene of bath and toilet, room hygiene and hygiene of the bed. 
Seventh, the other services component includes the following four items: 
cafeteria, parking, information at entrance and direction signs. 
The Cronbach‘s alpha for the whole scale was 0.90 and for the seven 
components, as shown in Table 6.7, was 0.88, 0.89, 0.91, 0.87, 0.91, 0.96, and 
0.58, respectively. The reliability coefficients for the first five components were 
in the range of the commonly recommended value (0.6 to 0.95). However, the 
Cronbach‘s alpha value for component 7 was low (0.58) and it was too high 
(0.96) for component six (see Table 6.7). 
Table 6.7: Correlation matrix, with Cronbach‟s alpha after one item deleted 
 1 2 3 4 5 6 7 
Nursing care .891       
Nutritional care .226 .877      
Room cleanliness .209 .253 .959     
Physician care .388 .150 .188 .906    
Room atmosphere .285 .178 .289 .154 .865   
The procedure of incoming 
patients 
.223 .209 .380 .256 .288 .913  
Other services .112 .099 .081 .096 .082 .137 .576 
Figures in diagonal (bold) represent Cronbach's α values 
Rotation method: Varimax 
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In an effort to enhance the reliability of the subscales the following was 
performed: 
For the ‗Other services‘  component, the reason for having a very low value 
might be a result of one item measuring something different from the subscale. 
Cronbach‘s alpha was computed to be 0.61 if the item ‗parking‘ was deleted 
from the scale. Therefore, it was decided to delete the parking item. 
For the ‗Room cleanliness‘ component, the reason for having too high a value 
might be due to redundant items in the subscale. Cronbach‘s alpha was 
computed to be within the recommended range with a value of 0.92 if either the 
item ‗cleanliness of bath and toilet‘ was deleted or if the item ‗bed cleanliness‘ 
was deleted. After looking at the third item in this subscale and considering that 
the subscale should be composed of different items, it was decided to delete 
the bed cleanness item. After deleting the two items in this stage, the 
Cronbach‘s alpha for the whole scale was 0.91. The factor analysis was 
performed another time and Tables 6.8 and 6.9 are a summary of the results of  
Table 6.8: Total variance explained and eigenvalue after two more items 
deleted and Varimax rotation 
 Eigenvalue Variation% Cumulative% 
Component 1 4.661 14.565 14.565 
Component 2 4.488 14.025 28.590 
Component 3 4.297 13.429 42.019 
Component 4 2.995 9.360 51.379 
Component 5 2.699 8.434 59.813 
Component 6 1.915 5.986 65.799 
Component 7 1.794 5.608 71.407 
 
As the ‗Room cleanliness‘ component reported a negative correlation, as shown 
in Table 6.9, and since there were two items left on the scale, it was decided to 
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delete those items and therefore the whole component (the Room cleanliness 
subscale). 
Table 6.9: Correlation matrix, with Cronbach‟s alpha after two more items 
deleted 
 1 2 3 4 5 6 7 
Nursing care .891       
Nutritional care .224 .877      
Room atmosphere .284 .177 .865     
The procedure of 
incoming patients .233 .225 .273 .913    
Physician care .388 .153 .147 .237 .906   
Room cleanliness -.167 -.220 -.246 -.298 -.144 .919  
Other services .142 .105 .143 .206 .159 -.109 .610 
Figures in diagonal (bold) represent Cronbach's α values 
Rotation method: Varimax 
The factor analysis was performed for a final time. The final Principal 
Component Analysis revealed that the initial eigenvalues exceeding 1 explained 
29.78%, 12.55%, 9.33%, 7.85%, 5.92% and 4.1% of the variance respectively, 
explaining a total of 69.55% of the variance. The rotated matrix revealed the 
presence of a simple structure, with each component showing strong loadings, 
and each of the remaining 30 variables loading strongly on only one 
component. The six resulting components explained 15.46%, 14.84%, 14.30%, 
9.97%, 8.98% and 6% of the variance respectively, explaining a total of 69.55% 
of the variance as shown in Table 6.11 containing 30 items: 
1. The nutritional care component included the following seven items: 
hygiene of the food, hygiene of food service staff, hygiene of the dishes, 
size of the meals, courtesy of food service staff, food-service timing and 
quality of the meals. 
2. The nursing care component included the following seven items: amount 
of time your nurses spent with you, skills and competence of nurses, 
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information given by nurses, informing patients about service by nurses, 
meeting by nurses, nursing staff response to patient's call, and nurses 
being respectful of privacy. 
3. The physician care component included the following six items: care 
shown by physicians, communication skills of physicians, information 
given – physicians, frequency of contact by physicians, physicians 
respecting privacy and skills and competence of physician. 
4. The room atmosphere component included the following four items: room 
lighting, room temperature, room airing and quality of the bed. 
5. The procedure of incoming patients component included the following 
three items: simplicity of the procedures, quickness of the procedures 
and concern of the personnel. 
6. The other services component included the following three items: 
cafeteria, information at entrance and direction signs. 
The internal consistency (Cronbach‘s alpha) for the six subscales was: 0.89, 
0.88, 0.87, 0.91, 0.91 and 0.61, respectively (see Table 6.12). Cronbach‘s alpha 
exceeded 0.87 on all factors except for other services subscale. However, he 
Cronbach‘s alpha for the whole scale was 0.90, and the subscale explained 6% 
of reliable variance compared to the highest existing explained variance of 
15.45% for a subscale (see Table 6.11). Furthermore, the subscale met all 
other reliability and validity conditions. Therefore the subscale was retained and 
a Cronbach‘s alpha value of 0.6 was accepted as a minimum criterion of 
internal consistency for a subscale. 
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Table 6.10: Factor Analysis with Varimax rotation rotated component 
matrix. 
 1 2 3 4 5 6 
Hygiene of the food  .890      
Hygiene of food service staff  .874      
Hygiene of the dishes .873      
Size of the meals  .764      
Courtesy of food service staff   .694      
Food-service timing  .682      
Quality of the meals .657      
Amount of time your nurses spend with you  .810     
Skills and competence of nurses  .802     
Information given by nurses  .785     
Informed about services by nurses  .745     
Meeting by nurses  .713     
Nursing staff response to patient's call  .692     
Respecting privacy - nurses  .673     
Care shown - physician   .897    
Communication skills of physician    .888    
Information given - physicians   .817    
Frequency of contact- physician    .756    
Respecting privacy - physician   .726    
Skills and competence of physician   .678    
Room lighting    .907   
Room temperature    .873   
Room airing    .857   
Quality of the bed    .606   
Simplicity of the procedures     .871  
Quickness of the procedures     .867  
Concern of the personnel     .804  
Cafeteria      .723 
Information at entrance      .688 
Direction signs      .669 
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Table 6.11: Final total variance explained and eigenvalue after varimax 
rotation 
 
Initial 
eigenvalues 
% of 
Variance 
Cumulative 
% 
Rotated 
eigenvalues 
% of 
Variance 
Cumulative
% 
Nursing care. 8.935 29.784 29.784 4.637 15.455 15.455 
Physician care. 3.766 12.553 42.337 4.453 14.844 30.299 
Nutritional care. 2.801 9.338 51.675 4.291 14.302 44.602 
Room atmosphere. 2.354 7.848 59.523 2.990 9.965 54.567 
The procedure of 
incoming patients. 1.778 5.927 65.450 2.695 8.983 63.550 
Other services. 1.231 4.102 69.553 1.801 6.002 69.553 
 
Table 6.12: Final correlation matrix with Cronbach‟s alpha, mean and 
standard deviation 
 
No. 
of 
items 
1 2 3 4 5 6 
 
Mean 
 
SD 
Nursing care. 7 .891      4.26 .62 
Nutritional care. 7 .231 .877     4.43 .61 
Room atmosphere. 4 .290 .192 .865    4.31 .63 
The procedure of incoming 
patients. 3 .225 .234 .283 .913   4.40 .67 
Physician care. 6 .396 .160 .154 .234 .906  4.56 .55 
Other services. 3 .156 .119 .160 .200 .171 .610 3.86 .79 
Rotation method: Oblimin 
Figures in diagonal (bold) represent Cronbach's α values. 
SD, standard deviation. 
Table 6.13: Descriptive statistics and summary results of Cronbach‟s 
alpha and convergent and discriminant validity of quality of service-30 
items scale 
 
  Range of 
correlations 
 
No. 
of 
items 
Inter item 
Correlations 
(median) 
Item internal 
consistency 
(convergent 
validity) 
α Item 
discriminant 
validity 
Nursing care 7 0.326, 0.711 (0.583) (0.677, 0.859) .891 (0.170, 0.480) 
Nutritional care 7 0.410, 0.840 (0.550) (0.729, 0.840) .877 (0.088, 0.337) 
Room atmosphere 4 0.422, 0.812 (0.613) (0.704, 0.920) .865 (0.101, 0.375) 
The procedure of 
incoming patients 
3 0.731, 0.853 (0.762) (0.835, 0.941) .913 (0.185, 0.474) 
Physician care 6 0.476, 0.886 (0.628) (0.736, 0,901) .906 (0.109, 0.503) 
Other services 3 0.321, 0.575 (0.341) (0.724, 0.826) .610 (0.127, 0.432) 
Item internal correlations: Correlation between items within the same scale  
Item internal consistency: Correlation between each item and its hypothesized scale 
α: Cronbach‘s alpha Figures in diagonal (bold) represent Cronbach's α values. 
Item discriminate validity: Correlations between items and other scales. 
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The validity and reliability of this scale were assessed. As shown in Table 6.13, 
inter-item correlations within each scale were moderate to highly strong. Item 
scale 0.321, 0.575 and all item-scale correlations exceeding the minimum 
correlation of 0.30 for adequate internal item consistency (convergent validity) 
(Dafaalla et al., 2016). In addition, inter-item correlations in hypothesized 
subscales and Cronbach‘s alpha values were estimated. Exploratory factor 
analysis was conducted to test the construct validity. Data were analysed using 
the Statistical Package for Social Sciences (SPSS, version 16). A p-value of 
0.05 or less was considered statistically significant. 
Convergent validity 
Convergent validity was assessed using the correlation of each item with its 
hypothesized subscale. All items correlated highly (at least 0.677 or greater) 
with their hypothesized scales, exceeding our convergent validity criterion (i.e. 
correlations should be greater than r = 0.30). Therefore convergent validity was 
demonstrated. Item scale correlations ranged from 0.677-0.859 for the nursing 
care, 0.729-0.840for nutritional care, 0.704-0.920 for room atmosphere, 0.835-
0.941 for the procedure of incoming patients, 0.736-0,901 for physician care, 
and 0.724-0.826 for other services. 
Discriminant validity 
Item Discriminant validity was assessed using the correlations between the 
items and all subscales other than their hypothesized subscales. Compared 
with item internal consistency results, all Items correlated higher with their own 
subscale than with other subscales. Therefore discriminant validity was also 
demonstrated.  
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Cronbach‘s alpha exceeded our minimum criterion of 0.6 on all subscales (see 
Table 6.12).  
Therefore, the adapted Arabic version of Zeki Yildiz and Senol Erdogmus 
(2004) scale was found to be a reliable and valid instrument to measure 
satisfaction with quality of care of private hospitals in Jordan among overseas 
inpatients. 
The following section will discuss the adapted Arabic version of Zeki 
Yildiz and Senol Erdogmus‘ (2004) scale components identified in this study 
and the results of measuring satisfaction with quality of care of private hospitals 
in Jordan among 302 overseas inpatients. 
6.3. Discussion of Results 
The components identified in this study were similar to dimensions of patient 
satisfaction identified in previous studies such as: Boudreaux et al. (2000), 
Doshi (2002), Gonzalez et al. (2005), Juwaheer and Kassean (2006), Nickel et 
al. (2010) and Schoenfelder et al. (2010).  
The results of this study revealed high overall satisfaction with the quality of 
healthcare services among international patients in Jordan‘s private hospitals 
with an overall mean score of 4.3 for all subscales. The mean (Standard 
Deviation) of the subscales‘ ranged from 3.86 (0.79); for ‗Other Services‘, to 
4.56 (0.55); for ‗Physician care‘. 
This study reported some different results from Yildiz and Erdogmus‘ (2004) 
study, from which the original instrument in this study was adapted. While 
Yildiz and Erdogmus‘ (2004) instrument included a 35-item valid scale, this 
281 
 
study resulted in a 30-item valid scale after deleting the following invalid items: 
room security, parking and the three items from the ‗Room cleanliness‘ 
subscale: room cleanliness, cleanliness of the bath and toilet in the 
room/service, and cleanliness of the bed. Thus, the Yildiz and Erdogmus (2004) 
study determined seven service dimensions while this study determined six 
service dimensions. Moreover, both studies showed overall satisfaction and 
individual subscale mean scores over 3.  However, the quality of care in this 
study earned the hospitals higher mean scores. In this study, the satisfaction 
with the quality of care mean scores were 4.26 and above on five of the six 
subscales and on only one subscale did it show a mean score of less than 4 for 
the ‗Other services‘ subscale (mean=3.86), while in Yildiz and Erdogmus‘ 
(2004) study the quality of care earned the hospitals mean scores over 4 on 
only two subscales (means: 4.07 and 4.18) of the seven subscales and earned 
mean scores between 3.55 and 3.90 on the other five subscales (see Table 
6.12). Therefore, there were differences in the main components of patients' 
satisfaction with hospital care between the two studies and this study reported 
better satisfaction among patients than Yildiz and Erdogmus‘ (2004) study. 
These differences may be due to the fact that both studies were performed in 
different settings. According to Schoenfelder et al.‘s (2010) study findings 
regarding aspects of patient satisfaction depend on the setting.  
Similar to this study, an overall satisfaction with hospital care was reported in 
other studies including: Boudreaux et al. (2000), Nguyen Thi et al. (2002), 
Cheng et al. (2003), Gonzalez et al. (2005), Juwaheer and Kassean(2006), 
Grewal et al. (2009), Tung and Chang (2009), Schoenfelder et al. (2010) 
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The results of high satisfaction from face-to-face questionnaires were supported 
by the qualitative interviews. Answering the question ‗From your current 
experience, how do you evaluate the healthcare services in this facility?‘, 
content analysis of participants‘ responses identified themes which included 
existing satisfaction with the following: overall satisfaction with the quality of 
service, satisfaction with the physicians‘ care and satisfaction with the nurses‘ 
care. 
For example, one respondent answered:  
“Five star hospital” [Respondent M, Male, 46, Sudanese]. 
The respondent continued: 
“As I said before they are all excellent. Everything is excellent” 
[Respondent M, Male, 46, Sudanese] 
And, 
 “Very positive” [Respondent L, Male, 70, Libyan]. 
However, one respondent of this question had a reservation in terms of 
presenting a conclusive evaluation as he stated 
“Good so far, but I have been here for only two days and it seems they are 
going to make me stay for a longer period because they do not know what 
is the problem yet. I think I will judge my experience after they diagnose 
my condition and I get treated” [Respondent C, Male, 52, Iraqi].  
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Box 6.1: Qualitative content analysis for satisfaction 
Satisfaction with physicians’ care 
“The physicians are excellent” [Respondent K, Male, 44, Yemeni] 
“The least to say about my physician is excellent, he cares a lot” [Respondent 
M, Male, 46, Sudanese] 
“Excellent” [Respondent F, Male, 64, Sudanese]. 
“Communication of physicians and nurses is high-level, they care a lot, 
dedicated at work” [Respondent P, Male, 39, Palestinian]. 
 
Satisfaction with nurses‟ care 
“Communication of physicians and nurses is high-level, they care a lot, 
dedicated at work.” [Respondent P, Male, 39, Palestinian] 
 “Frankly, excellent” [Respondent M, Male, 46, Sudanese] 
“The nurses are excellent” [Respondent K, Male, 44, Yemeni] 
 “Sometimes we cannot understand the nurses and they cannot understand us. 
I think they (The hospital) should hire Arab nurses or at least nurses who can 
speak Arabic. I am not happy with the nurses” [Respondent L, Male, 70, Libyan] 
 
Satisfaction with cleanness 
“Spotless” [Respondent G, Female, 34, Sudanese]. 
“Very clean” [Respondent H, Male, 25, Yemeni]. 
“Excellent” [Respondent F, Male, 64, Sudanese]. 
“Five star” [Respondent E, Male, 37, Sudanese] 
 
Satisfaction with nutritional care 
 “Very positive, except the food” [Respondent L, Male, 70, Libyan] 
 
Overall satisfaction 
“As I said before they are all excellent. Everything is excellent” [Respondent M, 
Male, 46, Sudanese] 
 “Very positive” [Respondent L, Male, 70, Libyan] 
“Wonderful, very professional staff” [Respondent K, Male, 44, Yemeni] 
“Five star hospital” [Respondent M, Male, 46, Sudanese] 
 “Good so far, but I have been here for only two days and it seems they are 
going to make me stay for a longer period because they do not know what is the 
problem yet. I think I will judge my experience after they diagnose my condition 
and get treated” [Respondent C, Male, 52, Iraqi]. 
(Source: Author‘s fieldwork) 
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Although the results of this study showed high overall satisfaction, the 
responses of those who reported lower satisfaction should not be neglected. 
Further studies should be conducted to identify the reasons why some patients 
were unsatisfied in order to supply solutions and overcome those reasons. 
Patients who are unsatisfied with the quality of service in hospitals might share 
their experiences with other potential medical tourists. Even if the majority of 
experiences are positive, negative experiences are shared with friends, family 
and colleagues more than positive experiences (Outlook Business, 2008) which 
might result in a damaging case of ‗word-of-mouth‘. Furthermore, unsatisfied 
patients might opt to acquire healthcare services in a country other than Jordan 
if they ever need to acquire healthcare services overseas in the future. In terms 
of the healthcare services market, this might simply mean losing customers. 
The reasons behind unsatisfied customers can be found and monitored through 
presenting a complaint policy that allows patients to reflect on their negative 
experiences freely and present the needed information to pinpoint problems so 
they can be resolved. This in turn might decrease the cases of unsatisfied 
patients and yet enhance overall satisfaction. 
As for the subscales, the physicians‘ care subscale which includes: care shown 
by physicians; communication skills of physicians; information given by 
physicians; frequency of contact by physicians; respecting privacy; and skill of 
physicians, earned the highest mean score of all six subscales. This is similar to 
Yildiz and Erdogmus‘ (2004) study results, where the physicians‘ care subscale 
also earned the highest mean score. Furthermore, the results in this study were 
also supported by other studies that showed the importance of physician-patient 
interaction and the physician‘s interpersonal skills (Cheng et al., 2003; Grewal 
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et al., 2009; Tung and Chang, 2009; Abioye Kuteyi et al., 2010; Schoenfelder et 
al., 2010). 
With a mean of 4.56, participants in this study were highly satisfied with 
physicians‘ care and items' scores within the subscale ranged from 4.37 to 4.75. 
Furthermore, some results in this study were also similar to Grewal et al.‘s 
(2009) study, in which satisfaction levels with consultants were excellent and 
these items were: communication skills of the treating consultant, visiting 
regularity to ward rounds and behaviour of consultant. Within the subscale, the 
skill of the physician scored the highest mean and it also scored highest on all 
items within the total scale (mean=4.75) among international patients. These 
findings were also similar to Tung and Chang‘s (2009) study, where higher 
scores of patients on perceived quality of the doctor's skills were found. 
This result was also was supported by the results from the qualitative interviews 
in this study, where high satisfaction with physicians‘ care was identified as one 
of the themes in the respondents‘ answers. For example, one respondent stated 
that 
“The physicians are excellent”[Respondent K, Male, 44, Yemeni] 
while another stated 
“The least to say about my physician is excellent.  He cares a lot” 
[Respondent M, Male, 46, Sudanese] 
These results from the physicians‘ care subscale in this study are consistent 
with reports that medical tourism in Jordan has a competitive edge in the Middle 
East region through highly qualified professional doctors who provide quality 
health services (Jordan National Competitiveness Team, 2007). According to 
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Maaitah and Shokeh (2009), Jordan is characterized by its well-educated and 
trained human resources and its healthcare professionals. 
This brings us to the nursing care subscale in this study, which included: 
amount of time nurses spend with patient, skills and competence of nurses, 
information given by nurses, informed about services by nurses, meeting by 
nurses, nursing staff response to patient's call, nurses being respectful of 
privacy. Nursing staff responses to patient's calls scored the highest item on the 
subscale with a mean score of 4.70, which was also the second highest score 
item on the overall subscale after the skill of the physician. The analysis showed 
satisfaction among patients towards nurses. However, the nurses‘ care 
subscale came fifth in the level of patient satisfaction with a mean score of 4.26, 
showing less satisfaction than with physicians. This result is consistent with 
other studies, where nurses scored less satisfaction in the quality of care 
among patients than physicians (Yildiz and Erdogmus, 2004; Grewal et al., 
2009). The lower satisfaction with nurses‘ care might be due to multiple reasons 
including nurses‘ burnout (Vahey, 2004). Jordan has an ongoing nursing 
shortage (Jordan National Agenda Committee, 2005; Abualrub, 2007; Maaitah 
and Shokeh, 2009), which causes heavy workloads and nurse burnout (Vahey, 
2004). 
Satisfaction with nurses‘ care was also identified as one of the themes in the 
qualitative interviews respondents‘ answers. 
“The nurses are excellent” [Respondent K, Male, 44, Yemeni] 
Interestingly, the qualitative interview captured an important issue which might 
also explain the lower satisfaction with nurses than with physicians. The issue 
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was related to the difficulty of communication with non-Jordanian nurses in the 
hospitals. Those participants commented that nurses working in Jordanian 
hospitals should be able to speak the Arabic language.  One respondent stated 
“Sometimes we cannot understand the nurses and they cannot 
understand us. I think they (the hospital‟s management) should hire Arab 
nurses or at least nurses who can speak Arabic” [Respondent L, Male, 70, 
Libyan].  
Since Jordan has been suffering from nursing shortages, private hospitals 
employ foreign nurses who also tend to accept lower salaries, which make them 
less expensive to hire. The language barrier depicted in nursing care might 
diminish as a problem and an improvement in the satisfaction with nursing care 
among patients may occur if more Arab speaking nurses were hired in the 
hospitals through adding Arabic language to the needed qualifications of 
appointment. Also the root cause of the problem should be resolved. 
Government policies should tackle nursing shortage reasons including the 
shortage of enrolment in schools of nursing in Jordan, as recommended by 
Maaitah and Shokeh (2009). 
Similar to this study, satisfaction with nursing care was reported as an important 
dimension with satisfaction with quality of care in previous studies including: 
Boudreaux et al. (2000), Doshi (2002), Nguyen Thi et al. (2002), Gonzalez et al. 
(2005), Vahey (2004), Juwaheer and Kassean (2006), Nickel et al. (2010) and 
Schoenfelder et al. (2010). 
In regard to nutritional care in this study, high satisfaction was reported among 
respondents. With a subscale score of 4.43, the level of satisfaction with 
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nutritional care came second after satisfaction with physician care (see Table 
6.12). However, the quality and taste of food item scored lowest on the 
subscale with 3.67 mean. The qualitative interviews depicted that the 
dissatisfaction was with the taste of the food rather than the quality of the food. 
One of the participants in the qualitative interview evaluated his experience in 
the hospital as 
“Very positive, except the food” adding “It was healthy but tasteless” 
[Respondent L, Male, 70, Libyan] 
Food with better taste encourages the patients to take their full meals and 
therefore their full nutritional portions. In this study, patients came from Arab 
countries with different cuisine and different tastes. Generally speaking, hospital 
food is often associated with bad taste. However, designing meals that appeal 
to patients with different tastes is achievable. Hospitals‘ managements could 
experiment with hospital food through hospitality services by introducing 
different flavours to different patients in some sort of food test. Better tasting 
food would possibly improve the patients‘ level of satisfaction. 
The results of the satisfaction with quality of nutritional care in this study were 
similar to Grewal et al.‘s (2009) study, where food quality and timeliness of food 
services were satisfactory. However, patients were not satisfied with food taste. 
The room atmosphere subscale, which included room lighting, room 
temperature, room airing and quality of the bed, earned a mean score of 4.31 
among respondents (see Table 6.12). Within the subscale, respondents were 
equally satisfied with room lighting, room temperature and room airing as all 
three items scored the same mean of 4.28. However, respondents were more 
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satisfied with the quality of the bed, which scored a marginally higher mean of 
4.41. 
Similar to this study, satisfaction with Room atmosphere was reported in 
previous studies including: Boudreaux et al. (2000), Doshi (2002), Nguyen Thi 
et al. (2002), Gonzalez et al. (2005) and Juwaheer and Kassean (2006). 
The incoming patients‘ procedure component, with the three items of simplicity 
of the procedures, quickness of the procedures and concern of the personnel, 
earned a mean score of 4.40. Mean scores within the subscale were close as 
they ranged from 4.36 to 4.43, showing a similar level of satisfaction. 
Satisfaction with the procedure of incoming patients was similarly reported in 
previous studies including Boudreaux et al. (2000), Nguyen Thi et al. (2002), 
Juwaheer and Kassean (2006) and Nickel et al. (2010). 
The last subscale, the other services subscale, which included cafeteria, 
information at entrance and direction signs, earned the lowest mean score of all 
six subscales. With a mean of 3.86, participants were marginally satisfied with 
other services. Although participants evaluated both information at entrance and 
direction signs with a mean score over 4 reflecting good quality, the cafeteria 
scored the lowest mean (mean=3.26) compared to all items on the scale among 
international patients. Hospitals‘ service standards may not include cafeteria 
services in hospitals as they might usually be operated and supervised by 
external contractors. Putting tighter rules by hospitals on external contactors 
regarding cafeteria service standards may increase international patients‘ 
satisfaction with other services in the hospital and overall satisfaction. 
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Satisfaction with items showing in the other services subscale was also 
reported in previous studies including Boudreaux et al. (2000), Doshi (2002), 
Nguyen Thi et al. (2002) and Juwaheer and Kassean (2006). 
The semi-structured interview showed only three main themes of satisfaction 
among respondent: satisfaction with physicians‘ care, satisfaction with nurses‘ 
care and cleanness. 
 
Figure 6.2: Main components of satisfaction from qualitative question 
(Source: Author‘s fieldwork) 
 
6.4. Summary 
In summary, to measure the medical tourists‘ level of satisfaction towards 
healthcare providers, which also reflects the perceived quality of healthcare 
services for international patients in Jordan, the 35-item Likert scale of Zeki 
Yildiz and Senol Erdogmus (2004) was used in the face-to-face questionnaire of 
this study after obtaining the researchers' permission (Appendix 7). This 
Satisfaction 
with physicians’ 
care 
Cleanness 
Satisfaction 
with nurses’ 
care 
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resulted in a 30-item valid scale after deleting the invalid items, which were: 
room security, parking, room cleanliness, cleanliness of bath and toilet in 
room/service, and cleanliness of the bed. The adapted Arabic version of Quality 
of Service-30 item scale was found to be a reliable and valid instrument for 
measuring satisfaction with the quality of healthcare services among 
international patients in Jordan‘s private hospitals. Consequently, this quality of 
service-30 item scale could be used to measure satisfaction with the quality of 
healthcare services among international patients in Jordan‘s private hospitals.  
The validated Arabic version of Quality of Service-30 item scale resulted in six 
quality subscales. The six subscales were nutritional care, nursing care, 
physician care, room atmosphere, the procedure of incoming patients and other 
hospital services. The results revealed the existence of high satisfaction among 
overseas inpatients with the quality of healthcare services in Jordanian private 
hospitals.  Overseas inpatients were most satisfied with physician care and 
least satisfied with services in the hospitals such as cafeteria, information at 
entrance and direction signs.  
Content analysis of the qualitative interviews in this study revealed themes of 
satisfaction similar to those in the face-to-face questionnaire, including a high 
overall satisfaction among overseas inpatients with the quality of care in Jordan, 
a high satisfaction with physicians and high satisfaction with nurses. However 
the qualitative interviews pinpointed that there was an underling issue of 
dissatisfaction with nurses‘ care among some Arab patients in regards to 
language. Another issue of dissatisfaction with nutritional care was the taste of 
the food. 
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This chapter has presented the above mentioned results and discussed them in 
detail. The conclusions to the current chapter, the previous chapter and to this 
thesis will be presented in the following final chapter. 
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7. Conclusion 
 
7.1. Introduction  
This thesis has examined medical tourists, in particular 302 international 
inpatients in 7 private hospitals in Jordan including their push/pull factors for 
international healthcare and their levels of satisfaction towards the healthcare 
services. The number of international travellers for the purpose of acquiring 
healthcare services has been on the rise for well over a decade now. Some of 
the established destinations for medical tourism are Cuba, Thailand, India, 
Malaysia and Jordan (Mattoo & Rathindran, 2005). The development of medical 
tourism in Jordan has been very impressive in this niche market. With a 
vulnerable economy and competitive global markets, Jordan has been able to 
secure a much needed, yet unspecified stake in this business and compete 
internationally. This has been mainly due to the rapid development of the 
healthcare sector, and the quality of the healthcare services in Jordan including 
the medical human capital. Medical tourism in Jordan has gained considerable 
importance due to the vital role both the health and tourism sectors play in the 
economy of the country. Nevertheless, recent developments in the medical 
tourism industry, reflected in the emergence of relatively new competitive 
markets including the Philippines and Dubai (Voigt et al., 2010), suggest the 
need for actual action to face the new competition over the numbers of medical 
tourists from the Middle East region. Unfortunately, the knowledge gap in 
literature in the area of medical tourism in general, and in medical tourism in 
Jordan in particular has been significant, including agreed upon definitions and 
typologies. Most importantly, very few empirical studies have been dedicated to 
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the field of medical tourism. This research has responded to the need 
expressed by numerous authors to seek a better understanding of the 
phenomenon of medical tourism. 
Reviewing the literature on medical tourism in Jordan revealed a lack of 
empirical scientific evidence on most areas of this growing business including 
medical tourists‘ characteristics, decision making behaviour at the destination 
and the perception of quality of care. Without addressing these issues, Jordan‘s 
developing medical tourism industry might be at stake. These and other factors 
highlight and emphasize the need for research to assess Jordan as a medical 
tourism destination as expressed by medical tourists. 
This thesis used an empirical quantitative and qualitative approach with a 
theoretical literature-based solution-driven style. The mixed-methods approach 
in this research adopted a concurrent triangulation strategy where prioritization 
of the quantitative method, non-sequential data collection employment, and 
data integration mainly at the interpretation phase were implemented. In the 
current study, the mixed-methods approach was used to meet objectives 1, 2 
and 3, while Objective 4 was met using a single quantitative approach (see also 
Figure 4.1 in Chapter 4). 
Considering this lack of research on medical tourism particularly in Jordan, the 
findings of this research shed light on several areas of the international 
acquisition and experience of healthcare in the country. This includes factors 
that shaped the medical tourists‘ decisions to bypass their local healthcare for a 
Jordanian healthcare facility, their behaviour in Jordan, and their level of 
satisfaction towards healthcare services.  Furthermore, this research presented 
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a validated patient-centred quality of care instrument that could be used to 
measure satisfaction among overseas inpatients. 
This chapter will present the main findings from this study based on the results 
presented in Chapter 5 and Chapter 6 and incorporated with the related 
literature in the light of this research‘s objectives and each of their associated 
questions (see also Figure 1.1 in Chapter 1 or Figure 4.2 in Chapter 4).  
Also, the implications of this research and the contribution of this thesis will be 
presented in this final chapter. Finally, this chapter will outline the limitations of 
this research and the recommendations for actions and future research. 
7.2. Key Findings 
This section presents a summary of the main findings of this research. The 
research aim of this study is to investigate medical tourists and their acquisition 
and experience in a medical tourism destination, which in this case is Jordan. 
In an attempt to address the aim and related objectives of this research, this 
thesis has covered several issues concerning medical tourism in Jordan by 
investigating the acquisition and experience of healthcare in the country 
amongst international patients. The purpose of this section is to present the 
main findings and implications of this study with respect to the four objectives 
outlined in Chapter 1 (see section 1.6 in Chapter 1 and Figure 1.1). Firstly, a 
summary of the sections that include the findings of this thesis according to their 
related questions and objectives is presented in Table 7.1. 
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Although caution is expressed in drawing conclusions from such a small 
sample, certain findings of the study are supportive of the theoretical views and 
arguments of some researchers as well as few existing studies.  
Table 7.1: Designated sections in the thesis for findings of this research with 
associated questions and objectives 
Objectives Research Questions Section 
1. To identify the 
characteristics of the medical 
tourists visiting Jordan. 
1. What are the demographic 
characteristics of medical tourists 
coming to Jordan? 
5.1/5.2 
2. What are the characteristics of the 
medical tourists‘ visit in Jordan? 
5.3 
   
2. To determine the factors 
that shape medical tourists‟ 
decisions to bypass their 
local healthcare for a 
Jordanian healthcare facility. 
3. What are the medical tourists‘ 
sources of information regarding 
medical treatment in Jordan? 
5.4 
4. What are the factors encouraging 
medical tourists to travel to Jordan to 
acquire healthcare services? 
5.5 
   
3. To identify the level of 
satisfaction held by medical 
tourists towards their patient 
experience in Jordan. 
5. What is the level of satisfaction 
held by medical tourists towards their 
patient experience in Jordan? 
6.1/6.3 
   
4. To translate, adapt and 
validate a patient-centred 
quality of care instrument and 
assess its psychometric 
properties among 
international inpatients in 
private hospitals in Jordan. 
6. Is the patient-centred quality of 
care instrument a reliable and valid 
questionnaire for overseas inpatients 
of private hospitals in Jordan? 
6.1/6.2 
   
(Source: Author) 
7.2.1. Objective 1  
To identify the characteristics of the medical tourists visiting Jordan. 
i. What are the demographic characteristics of medical tourists coming to 
Jordan? 
For this objective it was extremely important to understand the profile of medical 
tourists in Jordan regarding their demographic characteristics, visit profile and 
travel behaviour. The results demonstrate that medical tourists are not balanced 
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between the genders as the respondents of this study were mainly males 
(74.2%) (see Table 5.1, section 5.2.1 in Chapter 5). This finding is contrary to 
Doshi (2002) and Jotikasthira‘s (2010) results, where they found more female 
than male respondents in their analysis of the demographic profile of the 
medical tourists in Malaysia and Thailand. It was concluded that the possible 
causes for the low percentage of females in this study include gender 
inequalities in the Middle East (Stotsky, 2006; Stewart, 2009), religion 
limitations (Inglehart & Norris, 2003) and that males were more likely than 
females to be influenced to seek healthcare by a member of the opposite sex 
(Norcross et al., 1996) (see section 5.2.1 in Chapter 5). 
The results also show that medical tourists are married (71.9%) with children 
(71.5%) (see Table 5.1, section 5.2.3 in Chapter 5). These findings were 
contrary to Jotikasthira‘s (2010) results, which showed that single respondents 
represented the largest group in his analysis of the demographic profile of the 
medical tourists. Married people are more likely to be influenced by their 
spouses to enhance their health (Norcross et al., 1996). Therefore, this was 
concluded to be a possible reason for the married majority in the case of 
treatment overseas. Also children were concluded to have a possible similar 
influence to spouses in terms of seeking medical treatment (see section 5.2.3 in 
Chapter 5). 
More than half of medical tourists were found to be middle-aged (36 to 55 years 
old), which was somewhat close to Doshi‘s study (2002), where almost half of 
the total respondents were 31-50 years old. With only 11.3% older than 65 
years, there were not many old respondents in this study (see also Table 5.1). 
This could be explained by the fact that getting older increases the rate of 
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getting ill (Graham et al., 2006) and therefore becoming physically less mobile, 
which decreases the likelihood of travel for medical reasons (see section 5.2.2 
in Chapter 5). 
The respondents in this study were well educated as almost 60% of the 
respondents had a further level than secondary education (see section 5.2.5 in 
Chapter 5). Although this result was contrary to Doshi‘s study (2002), where 
secondary school was the highest educational level, it was in line with 
Jotikasthira‘s (2010) study, which also found medical tourists to be well 
educated. Education provides the basis for evaluating the best places to seek 
healthcare (Ensor and Cooper, 2004). Therefore, the higher level of education 
among medical tourists was concluded to be a possible reason for the higher 
inclination to seek treatment abroad (see section 5.2.5 in Chapter 5). 
The respondents came from Arab countries mainly Iraq, Sudan, and Yemen. 
This result is consistent with Doshi‘s (2002) study findings in Malaysian private 
hospitals, where almost half of the medical tourists came from countries within 
the same region (see section 5.2.4 in Chapter 5). However, this finding is 
contrary to Jotikasthira‘s (2010) study finding in Thailand, where medical 
tourists originated from less skewed parts of the world. Cultural aspects, 
including similar language (Bookman and Bookman, 2007) and religion (Crooks 
et al., 2010), were concluded to be possible reasons for the concentration of 
demand from Arab speaking Muslim countries in the same region for healthcare 
services in Jordan. Indeed, in this study the similar culture and similar language 
were found to be the third and fourth strongest factors in terms of encouraging 
medical tourists to travel to Jordan to acquire health services (see section 5.5.1 
in Chapter 5). Furthermore, this finding could be explained by Bookman and 
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Bookman‗s (2007) observation that Jordan had been content attracting patients 
from only neighbouring countries.  
The main demand from these particular three countries (Iraq, Sudan and 
Yemen); where the respondents came from, was concluded to be a result of 
possibly specific reasons such as poor medical infrastructure and a lack of 
skilled doctors. The underdeveloped healthcare systems might be connected 
with past or existing conflicts or violence in their home countries. These 
conclusions are supported by reports that the main acquirers of healthcare 
services in Jordan were the medical tourists from neighbouring countries with 
poor medical infrastructure facilities (ESCAP, 2007) and past and existing 
conflict areas such as Iraq (Zarocostas, 2007; Foran, 2008), Sudan (NPC, 
2010) and Yemen (Holst & Gericke, 2012). Indeed, one of the strongest push 
factors for healthcare travel was found in this study to be the poorer quality of 
healthcare in the medical tourists‘ countries (see also Table 5.14). Furthermore, 
their countries having signed medical protocols with Jordan was found to be an 
important pull factor for first time medical tourists in this study and three of the 
four top nationalities -Sudan, Yemen, and Libya- came from such countries. 
ii. What are the characteristics of the medical tourists‘ visit in Jordan? 
The overwhelming majority of medical tourists (98%) travelled to Jordan with 
companions. The companions were more females than males (54.3%) with an 
average number of 1.75 companions per respondent (see Table 5.6, section 
5.3.3 in Chapter 5). The customary role of females in the Arab world as primary 
care givers for sick individuals in the family (Maaitah et al., 1999) was 
concluded to be a possible reason for the higher percentage of female 
companions. Furthermore, it was concluded that the possible reason for this 
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number of companions is rooted in the Arab culture, where Arabs normally 
prefer to travel with their family members especially in sickness to ensure the 
support and direct care by members of the family. This conclusion is in 
agreement with Magablih‘s (2002) view that these companions provide help 
during the patients‘ travel and during the patients‘ stay. 
The overwhelming majority of medical tourists had come to Jordan primarily to 
acquire healthcare services (96%) and more than a third (39.4%) of the 
respondents came to cure serious medical problems such as cardiovascular 
diseases (21.2%) and cancer (18.2%). Moreover, surgery was the main medical 
intervention needed for almost two thirds (65.6%) of them (see Table 5.8, 
section 5.3.5 in Chapter 5). The good reputation of healthcare services in 
Jordan for many subspecialties (Jordan National Agenda Committee, 2005; 
Bookman & Bookman, 2007; Jordan National Competitiveness Team, 2008; 
PHA, 2010; Neild, 2014), particularly in intervention and treatment in many 
subspecialty areas, namely, cardiovascular problems and cancer treatment was 
concluded to possibly be the main reason why these medical tourists came to 
Jordan. These conclusions are supported by another result of this study, where 
the availability of specialized treatments was found to be strong factor in 
motivating medical travel. Also, another possible reason for the high demand of 
particular surgical interventions from international patients is that these patients 
may have already been diagnosed by physicians in their countries and they 
needed skilled surgeons who are not available in their home countries and 
Jordan‘s private hospitals are well known for their highly skilled surgeons. 
Medical tourists stayed in Jordan longer than the average visitor, with more than 
half (58.3%) staying over three weeks and surgery being the main medical 
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intervention needed for almost two thirds (65.6%) of respondents (see section 
5.3.5 in Chapter 5). Therefore, the fact that patients need long recuperation 
periods after serious surgical interventions and they need post-operative follow 
ups within certain times after surgery (Cleveland Clinic, 2009) was concluded to 
be a possible reason for the relatively long period of stay. It was also concluded 
that the relatively long period of stay might have affected their choice of 
accommodation of rented flat to minimize cost, in addition to the number of 
companions involved, which went up to 6 in this study. Magablih (2002) and 
Connell (2006) referred to the patients‘ companions in medical tourism, pointing 
out that tourism may involve them more than it involves the patients themselves 
(see section 3.3.2 of Chapter 3). Since a significant proportion of patients spend 
lengthy periods in Jordan, there is an opportunity for them and their companions 
to enjoy touristic activities. If such opportunities were taken into consideration 
when planning for medical tourism, it would bring substantial benefits for the 
tourism industry (Connell, 2006). This brings us to another important finding, 
activities undertaken by participants and their companions in this study were 
mainly limited to mild physical activities (see Table 5.10, section 5.3.7 in 
Chapter 5). Three top activities were noticed among medical tourists in relation 
to activities before, during and after treatment (see also Figure 5.1, section 
5.3.7 in Chapter 5). These were shopping, eating out and visiting friends. These 
results are contrary to those of Doshi (2002), who found that medical tourists in 
Malaysia went on tours more than shopping. However, a change in pattern of 
activities occurred after the main treatment period, where shopping headed the 
top activities and more visits of religious and historical sites as well as health 
sites occurred, which shows increasing touristic activity (see Figure 5.1). The 
health circumstances of medical tourists were concluded to be possible reasons 
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for the limited activities undertaken by them (Horowitz & Rosensweig, 2007; 
Horowitz et al., 2007) and by their companions. There are marketing, 
management and policy implications for restaurants and shopping malls and 
areas from this key finding. These include opportunities to provide a more 
conscious service for medical tourists who have mostly limited activities that 
include eating out and shopping. Furthermore, there are also more tourism 
marketing opportunities during the recuperation period. Since the leisure aspect 
in medical tourism becomes weaker as the complexity of the patient‘s health 
status improves, one can only assume it will become stronger as the patient 
health status gets better. This would also reflect on the medical tourists‘ 
companions as they would have less time taking care of the patient. 
The medical tourists investigated had a high level of familiarity with Jordan. 
Generally speaking, more than half of them were repeat visitors. More 
importantly, more than 20% of them were repeat medical visitors (see Table 
5.4, section 5.3.1 in Chapter 5). The positive attitude of the Jordanian 
government and hosts towards overseas patients were concluded to be a 
possible reason for repeat visits, a conclusion supported by another result in 
this study which registered the positive attitudes of Jordan‘s government and 
hosts as a strong pull factor encouraging more than half of the medical tourists 
to acquire health services in Jordan. It was also concluded that repeat visits 
may indicate a case of satisfaction towards previous experiences in Jordan and 
subsequent tourist loyalty. On the other hand, repeated medical visits were 
concluded to possibly be indicative of satisfaction towards previous experiences 
with healthcare services in Jordan and of subsequent patient loyalty.  
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Almost half of medical tourists perceived treatment costs in Jordan as 
unreasonable (see Table 5.9, section 5.3.6 in Chapter 5). In spite of the 
respondents‘ perceptions of treatment costs, the availability of some kind of 
financial coverage or support was concluded to be a possible reason that had 
attracted these patients to Jordan especially with the existence of healthcare 
protocols between Jordan and their home countries including Iraq, Sudan, 
Yemen, Libya and Algeria as Hinnawi (2005) reported. Indeed, insurance 
coverage was a significant pull factor for first time visitors in this study (see also 
Table 5.16), a finding supported by Jordan National Competitiveness Team 
(2007) report and (PHA, 2015). 
7.2.2. Objective 2 
To determine the factors that shape medical tourists‟ decision to bypass 
their local healthcare for a Jordanian healthcare facility. 
iii. What are the medical tourists‘ sources of information regarding medical 
treatment in Jordan? 
The main source of information regarding medical treatment in Jordan was 
found to be through word-of-mouth recommendations from family and friends 
(see Table 5.11, section 5.4.1 in Chapter 5). This finding is supported by 
researchers‘ views (Edgman-Levitan & Cleary, 1996; Seningers, 2000) and 
previous studies (Cheng et al., 2003; Doshi, 2002). The value of the family in 
the Arab culture (Hammad et al., 1999; Lovering, 2012) and the higher 
importance of family and friends‘ opinions are possibly the reasons why they 
were even more important for patients as a source of information than 
physicians in this study, which was also consistent with Edgman-Levitan and 
Cleary‘s study (1996). 
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Although reputation is essentially affected by information disseminated through 
word-of-mouth (Yoon et al., 1993), in this research, reputation and word-of-
mouth recommendations emerged as two somewhat separate major themes in 
the semi structured interviews in terms of the medical tourists‘ sources of 
information (see Box 5.1, section 5.4.1 in Chapter 5). This finding is supported 
by previous studies (Doshi, 2002) and views (TRAM, 2006; Jordan National 
Competitiveness Team, 2007). Word-of-mouth is the most powerful form of 
marketing which builds reputation. Capitalizing on such genuine case will help 
Jordan to expand its target for medical tourism to new markets. 
This brings us to the issue regarding the role of health attaches in Jordanian 
embassies as sources of information of medical treatment in Jordan. The 
findings of this study were contrary to such reports (Jordan National 
Competitiveness Team, 2007) as the role of health attaches was found to be 
minimal. The insignificance of their roles was concluded to be the result of 
possible deficiencies in promotional skills and approaches in marketing, in 
addition to a possible lack of information with regard to the Jordanian healthcare 
services, scope, and quality. It was also concluded that the lack of attention in 
Jordan paid by both the media and promotional publications such as 
guidebooks and brochures to the medical tourism sector has limited their 
importance as sources of information. Although Jordan‘s hospitals 
representative offices were found not to generally hold a substantial importance 
in terms of informing medical tourists about healthcare services in Jordan (see 
Table 5.12 and Table 5.13), they were still more important than health attaches, 
the media, and guidebooks and brochures especially among first time visitors 
(see Table 5.13). This is supported by views reported by Jordan National 
Competitiveness Team (2007) and (PHA, 2015). It was concluded that a 
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possible reason for this is that Jordan‘s private hospitals and their association 
have been more active in promoting medical tourism to enhance their private 
healthcare business by increasing their low occupancy rates (MoH, 2007; 2008; 
2009; 2010; 2011; 2012; 2013; 2014; 2015; 2016) (see Table 2.4).  
According to Reisman (2010), low occupancy rates in Jordanian hospitals offer 
an opportunity to accommodate new patients through medical tourism. 
However, with limited promotional activities including publications as 
guidebooks and brochures by the tourist sector -private or public-, it was also 
concluded that there are minimal efforts to invest in and market the tourist 
possibilities for those patients. This finding could be supported by Bookman and 
Bookman‗s (2007) observation that Jordan had been content attracting 
―patients‖ from only neighbouring countries. There are still no solid efforts from 
the government of Jordan regarding the marketing of medical tourism in Jordan. 
Interestingly, Jordan‘s private hospitals and their association have been the 
active promoters‘ of medical tourism as they relay more on international patients 
than public hospitals. Thus, the marketing of medical tourism has been reduced 
to the marketing of healthcare services for international patients as there are 
minimal efforts to market the tourism possibilities for those patients. 
First time visitors and the previous visitors groups differ in their sources of 
information regarding medical treatment in Jordan. While repeat visitors relied 
on their previous non-medical trips and prior experience of medical services in 
Jordan, the first time visitors group relied more on their national health 
insurance service and Jordanian hospital representative offices in their 
countries (see Table 5.13, section 5.4.2 in Chapter 5). Regardless of the type of 
previous visit, it was concluded that previous visits are important in informing 
306 
 
visitors about healthcare services in Jordan.  Informing tourists during their visit 
to Jordan about medical care options and opportunities in the country could be 
a good promotional strategy to target potential medical tourists at tourist 
information centres around Jordan to raise their awareness about the medical 
tourism options to general visitors and make them familiar with the unique areas 
of expertise in the health sector. This could eventually encourage them to return 
to Jordan as first-time medical tourists. 
iv. What are the factors encouraging medical tourists to travel to Jordan to 
acquire healthcare services? 
With regards to the pull/push factors encouraging overseas patients to acquire 
healthcare services in Jordan, there were only five factors that scored means of 
4 and over from all 24 factors in this study, reflecting strong or very strong 
factors for the respondents in encouraging international patients to acquire 
healthcare services in Jordan. These were availability of specialized treatments 
in Jordan, recommendations from friends/relatives; similar language, similar 
culture and the poorer quality of healthcare in the country of residence (see 
section 5.5.1 in Chapter 5). Results on the main pull/push factors encouraging 
overseas patients to acquire healthcare services in Jordan were supportive of 
the views of other researchers including the availability of specialized 
treatments (Hermans & Brouwer, 2003; Lagiewski & Myers, 2008), 
recommendations from friends/relatives (Seninger, 2000; Hermans & Brouwer, 
2003; Crooks et al., 2010), similar language (Bookman & Bookman, 2007; 
Crooks et al., 2010; Reisman, 2010), culture (Reisman, 2010; Voigt et al., 2010) 
and the poorer quality of healthcare in the country of residence, which also 
entails a higher quality of care in the medical tourism destination (Akin & 
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Hutchinson, 1999; Doshi, 2002; Hermans & Brouwer, 2003; Glinos & Baeten, 
2006; Crooks et al., 2010; Lin, 2010). 
In this study, medical tourists, who happen to be predominantly Arabs, are 
encouraged to come to Jordan for medical treatment by the language, which 
facilitates the communication of patients and family members with the medical 
staff who also share a similar culture. However, the qualitative research in this 
study showed that they are sometimes faced with foreign non-Arab speaking 
nurses in Jordanian hospitals, which makes them dissatisfied with the 
communication (see sections 6.1/6.3 in Chapter 6) (see also Box 6.1). Since 
language was found to be a strong pull factor in this study, it is evident that a 
problem in language would have adverse consequences on medical tourism in 
Jordan in terms of repeat visits and word-of-mouth recommendations unless 
dealt with.  
Among the strongest factors for healthcare travel in this study, two out of the 
five factors were quality related. One was the availability of specialized 
treatments in the destination, which was a pull factor, while the other was the 
poorer quality of healthcare in the medical tourists‘ countries, which was a push 
factor (see section 5.5.1 in Chapter 5). These findings justify the suggestion of 
Akin and Hutchinson (1999) that bypassing a local health facility in the home 
country reflects significant problems with the quality of healthcare or 
significantly better healthcare services at the alternative chosen destination.  
Generally speaking, factors grouped based on the author‘s work (see Table 3.1, 
section 3.5.2 in Chapter 3) showed that the quality factors aspect in this study 
generated the strongest effect on the patient‘s decision. This was followed by 
informational factors aspect and institutional factors aspect. Most importantly, 
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the cost aspect generated the lowest average, suggesting the least effect on 
patient‘s decision to travel (see Figure 5.4 in Chapter 5). 
Throughout this study, quality was one of the most important aspects of 
motivation to travel for medical tourists – in many cases providing the strongest 
effect. Without a doubt, medical tourists are concerned with the quality of 
healthcare services in their countries as well as the quality of healthcare 
services in their alternative destinations when making a decision to acquire 
healthcare abroad. 
7.2.3. Objective 3 
To identify the levels of satisfaction held by medical tourists towards their 
patient experience in Jordan. 
v. What are the levels of satisfaction held by medical tourists towards their 
patient experience in Jordan? 
The results of this study revealed the existence of high satisfaction among 
overseas inpatients with the quality of healthcare services in Jordanian private 
hospitals (see sections 6.1/6.3 in Chapter 6). Similar to this study, an overall 
satisfaction with hospital care was reported in other studies including those of 
Boudreaux et al. (2000), Nguyen Thi et al. (2002), Cheng et al. (2003), 
Gonzalez et al. (2005), Juwaheer and Kassean (2006), Grewal et al. (2009), 
Tung and Chang (2009) and  Schoenfelder et al. (2010). Overseas inpatients 
were most satisfied with physician care and least satisfied with services in the 
hospitals such as cafeteria, information at entrance and direction signs (see 
sections 6.1/ 6.3 in Chapter 6).  
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The qualitative findings revealed themes of satisfaction similar to those in the 
face-to-face questionnaire including high overall satisfaction among overseas 
inpatients with the quality of care in Jordan and high satisfaction with physicians 
and nurses‘ care. However, nurses scored less than physicians. This result is 
consistent with other studies, where nurses scored less satisfaction in the 
quality of care among patients than physicians (Yildiz and Erdogmus, 2004; 
Grewal et al., 2009). The lower satisfaction with nurses‘ care may be due to 
multiple reasons including nurses‘ burnout (Vahey, 2004). Jordan has an 
ongoing nursing shortage (Jordan National Agenda Committee, 2005; Abualrub, 
2007; Maaitah and Shokeh, 2009), which causes heavy workloads and nurse 
burnout (Vahey, 2004). The qualitative interviews also showed that there was 
an underlying issue of dissatisfaction with nurses‘ care among some Arab 
patients with regard to language and communication, which was highlighted 
earlier. High quality medical staff, including physicians and nurses, was 
concluded to be integral parts of a positive medical tourism experience. 
However, issues like language are essential to communicate with and care for 
the medical tourists. Government policies should tackle the reasons for the 
nursing shortage including the shortage of enrolees in schools of nursing in 
Jordan as recommended by Maaitah and Shokeh (2009). 
In order to maintain a high demand from medical tourists in the Middle East 
region, the existing high standard quality of healthcare services in Jordan 
should be maintained and even enhanced to face competition. This can be 
done by focussing on gaining international accreditation. Acquired accreditation 
should also encourage an increase in Jordan‘s share or acquire new share in 
new markets. Consequently, the significance of the quality of healthcare in the 
medical tourism industry must not be underestimated. More attention paid to the 
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quality attributes of healthcare services in the potential demand counties and 
quality attributes and improvements in supply destinations is crucial for 
developing medical tourism. Issues related to healthcare services in Jordan, 
namely the issue of foreign nurses, may affect adversely the development of 
this sector. These issues should be addressed appropriately by the 
government, healthcare service providers and the other related stakeholders in 
the future. 
7.2.4. Objective 4 
To translate, adapt and validate a patient-centred quality of care 
instrument and assess its psychometric properties among international 
inpatients in private hospitals in Jordan. 
vi. Is the patient-centred quality of care instrument a reliable and valid 
questionnaire for overseas inpatients of private hospitals in Jordan? 
The adapted Arabic version of Quality of Service-30 item scale was found to be 
a reliable and valid instrument for measuring satisfaction with the quality of 
healthcare services among international patients in Jordan‘s private hospitals. 
Consequently, this Quality of Service-30 item scale could be used to measure 
satisfaction with the quality of healthcare services among international patients 
in Jordan‘s private hospitals.  
The validated Arabic version of Quality of Service-30 item scale determined six 
components of healthcare that predict satisfaction among overseas inpatients 
(see sections 6.1/6.2 in Chapter 6) (see also Table 6.13). 
1. The nutritional care component included the following seven items: 
hygiene of the food, hygiene of food service staff, hygiene of the dishes, 
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size of the meals, courtesy of food service staff, food-service timing and 
quality of the meals. 
2. The nursing care component included the following seven items: amount 
of time your nurses spent with you, skills and competence of nurses, 
information given by nurses, informing patients about service by nurses, 
meeting by nurses, nursing staff response to patient's call, and nurses 
being respectful of privacy. 
3. The physician care component included the following six items: care 
shown by physicians, communication skills of physicians, information 
given – physicians, frequency of contact by physicians, physicians 
respecting privacy and skills and competence of physician. 
4. The room atmosphere component included the following four items: room 
lighting, room temperature, room airing and quality of the bed. 
5. The procedure of incoming patients component included the following 
three items: simplicity of the procedures, quickness of the procedures 
and concern of the personnel. 
6. The other services component included the following three items: 
cafeteria, information at entrance and direction signs. 
The internal consistency (Cronbach‘s alpha) for the six factors of this study was 
0.89, 0.88, 0.87, 0.91, 0.91 and 0.61, respectively (see Table 6.12). The 
Cronbach‘s alpha for the whole scale was 0.90. 
The resulting components from this research supported by similar dimensions 
of patient satisfaction identified in previous studies (Boudreaux et al., 2000; 
Doshi, 2002; Gonzalez et al., 2005; Juwaheer & Kassean, 2006; Nickel et al., 
2010; Schoenfelder et al., 2010).  
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7.3. Key Contributions 
One key contribution of this study concerns international patients‘ decision-
making. Previously, the literature has claimed that waiting times in healthcare 
services are one of the main reasons why patients are pushed to be treated 
overseas (Brouwer et al., 2003, Hermans & Brouwer, 2003; Garcia-Altes, 2005; 
Mattoo & Rathindran, 2005; Connell, 2006; TRAM, 2006; Horowitz et al., 2007; 
Lee, 2007; Turner, 2008; Loubeau, 2009; Behrmann & Smith, 2010; Altin et al., 
2011). This study‘s findings, in contrast, show that waiting times had a weak 
effect on international patients‘ decision to come to Jordan for medical 
treatment (see section 5.5.1 in Chapter 5). The previous literature has also 
claimed that the proximity of Jordan is one of the main factors that attract 
regional patients to come to for treatment (Dajani, 2002; Jordan National 
Competitiveness Team, 2007; Voigt et al., 2010; PHA, 2015). This study‘s 
findings, in contrast, also show that distance has a weak effect on international 
patients‘ decision to come to Jordan for medical treatment (see section 5.5.1 in 
Chapter 5). Yet another claim in the literature is that the lower price of 
healthcare services in Jordan is a main reason why overseas patients choose to 
be treated in the country (Dajani, 2002; Connell, 2006; Jordan National 
Competitiveness Team, 2007; PHA, 2015). However, this study‘s findings show 
that the price of healthcare services in Jordan has a minor effect on 
international patients‘ decision to come to Jordan (see section 5.5.1 in Chapter 
5). This finding could be interpreted with another result in this study regarding 
the perception of the overseas inpatients regarding the price of healthcare 
services in Jordan where more than half perceived as unreasonably high (see 
Table 5.9). However, negative perception of costs has not deterred overseas 
patients‘ from coming to Jordan for medical treatment. The availability of some 
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kind of financial coverage or support might have attracted these patients to 
Jordan especially with the presence of healthcare protocols between Jordan 
and the neighbouring countries.  In this study, around 56% of the respondents 
were encouraged to seek healthcare in Jordan because of the existence of 
health insurance protocols in their countries with Jordan and more than 50% of 
the respondents were encouraged to seek healthcare in Jordan because their 
insurance covers most of their expenses in Jordan, as will also be shown under 
the section of pull/push factors (see Table 5.14, section 5.3.6 in Chapter 5). 
Although word-of-mouth recommendations from family and friends have been 
mentioned in the literature as one of the main factors that encourages patients 
to seek treatment abroad, they were never specified as one of the factors in 
Jordan‘s case (see factors in the literature in Jordan‘s case, section 2.8.1 in 
Chapter 2). In this study, recommendations from family and friends were found 
to be the second strongest factor in affecting international patients‘ choice (see 
Chapter 5, section 5.5.1). Furthermore, contrary to previous literature (Jordan 
National Competitiveness Team, 2007), it was found in this study that the only 
important source of information helping patients with the decision-making 
process was recommendations from family and friends (see Chapter 5, section 
5.4.1). This result was similar to Doshi‘s study (2002) of medical tourists in 
Malaysia. These findings clearly show that friends and relatives who have 
acquired healthcare services in Jordan are crucial in terms of recommending 
international patients to acquire healthcare services in Jordan‘s hospitals. 
Therefore, Jordan‘s hospitals should deliver high quality healthcare services to 
international patients as they will become the most important source of 
information through their word-of-mouth recommendations and the second 
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strongest factor in affecting international patients to travel to Jordan for medical 
treatment. 
Another finding that contributes fundamentally to the enrichment of the medical 
tourism literature relates to the significant differences found among medical 
tourists. Even if the medical tourists are considered special-interest tourists in a 
niche market, this thesis found that they differ among them in terms of decision 
making. Repeat tourists, for example, showed more reliance on their previous 
non-medical trips and their own previous experiences with healthcare services 
at the destination as a source of information (in this case in Jordan) (see Table 
5.13, section 5.4.2 in Chapter 5). Furthermore, repeat tourists were significantly 
more affected by their own previous experiences with healthcare services in 
Jordan in their decision to acquire healthcare (see Table 5.16, section 5.5.2 in 
Chapter 5). These results agree with those of Hermans and Brouwer‘s (2003) 
suggestions that having prior experience of the country in which the healthcare 
is consumed is an important form of familiarity with healthcare services and 
subsequently an important source of information that can be a pull factor in 
acquiring healthcare in a particular country. Consequently, the significance of 
providing positive first-time experiences and indeed following positive 
experiences must not be neglected as repeat positive experiences can lead 
toward loyal consumers of international healthcare services. In this study, 
repeat tourists also relied on their previous non-medical trips as an important 
source of information, supporting the researcher‘s suggestion in the literature 
review of this thesis (and consequently designating an item for ‗previous non-
medical trips‘ in the questionnaire), that potential medical tourists become 
familiar with the destinations during previous non-medical trips and these trips 
become a source of information about medical treatment options and healthcare 
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facilities and services whether the information is readily available at the 
destination, or pursued by tourists. These findings underline the importance of 
previous visits, regardless of the type of visit in terms of providing information 
about healthcare services in the destination.  On the other hand, protocols and 
agreements between the Jordanian government and/or Jordanian private 
hospitals and national buyers of healthcare services in other countries and 
Jordanian hospitals‘ representative offices were found to be more important in 
informing first time visitors about healthcare services in Jordan (see Table 5.13, 
section 5.4.2 in Chapter 5). These results suggest that the more protocols 
signed and the more representative offices are opened overseas, the more 
information that is gained by potential first time visitors to acquire healthcare 
services in Jordan and the bigger chance of them actually travelling to Jordan 
for treatment.  As a result, there are better opportunities for marketing medical 
tourism in Jordan at the regional and international level. Moreover, repeat 
tourists were significantly affected by other factors including having family and 
friends living in Jordan and having a vacation in Jordan, offering more 
opportunities for the tourism industry through repeat visitors. 
In this thesis, more than fifth of the medical tourists were repeat medical tourists 
and more than half were first-time medical tourists, yet repeat tourists. Some of 
the results in this study underline the medical tourists‘ different patterns of 
behaviour. The results also indicate that there are distinct types of medical 
tourists with significant differences in behaviour and acquisition of healthcare 
services being presented. Therefore, differences among medical tourists exist 
and even if they can be treated as unique tourists according to their pattern of 
behaviour, these differences must be researched and highlighted. 
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7.4. Limitations  
7.3.1. Methodological Limitations 
Like other research methodologies, the research methodology in this thesis had 
its practical limitations.  
In this study, no adequate population list existed and hence, a convenience 
sample was used for the main research instrument. However, to obtain data 
that is representative of the population, a sample selection for the main 
research instrument involved two stages, where the first sampling frame was 
the list of hospitals in Jordan (Appendix 8) and the second sampling frame was 
the computer-generated daily list of inpatients in the selected hospitals. The 
choice of convenience sampling was considered to be the best solution by the 
researcher given the lack of a fixed population list and the fact that hospital‘s 
lists of inpatients usually changed whenever patients were admitted and/or 
discharged. However, certain measures were used to decrease the impact of a 
non-random convenience sample within this research design in the main tool. 
These measures included approaching every single available inpatient who met 
the criteria during the data collection time in each targeted hospital, thereby 
ensuring more representation of the study population. Moreover, the questions 
being asked by this research were adequately answered by using this sample 
based on the nature of the main tool study as a face-to-face questionnaire, 
which secured full responses of patients to all questions as well as a high 
response rate. 
Another limitation is that the sample population for this study included only 
overseas inpatients. Reasons for not including overseas outpatients included 
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the anticipated difficulties in finding appropriate times and places for conducting 
interviews with outpatients (e.g., crowded waiting rooms in hospital clinics and 
unknown residence addresses in Amman). Secondly and more importantly, it 
was very difficult to find an immediate list of outpatients. 
In terms of time and cost limitations, the sample size for this study was relatively 
small because of time and cost constraints. The nature of participants in this 
study was of hospital inpatients undergoing medical interventions. Therefore, 
interviewer-administered methods had to be used for data collection and the 
burden of writing down the responses lay with the researcher, who was the sole 
interviewer of all the participants. That being said, having one interviewer all 
through ensured the standardization of data collection. 
The survey was time consuming and could have been very costly with a larger 
sample especially as seven different locations were involved. Hence, the 
researcher carried out a small survey in which the time involved was reasonable 
and costs were kept low. Therefore, the sample size in this study was 
considered suitable for face-to-face interviews and analysis purposes. 
Another practical limitation was related to the qualitative interviews. Some of the 
20 participants, who agreed to continue participating in the semi-structured 
interviews, did not complete all the open-ended questions as they indicated that 
their answers were already covered in the closed-ended questions of the face-
to-face questionnaires. Therefore, the participants were given the option of 
answering any of the open-ended questions in the semi-structured interview 
and therefore most of them had nothing more to add to some open ended 
questions. 
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Furthermore, the note taking process was time consuming for both the 
researcher (the note taker) and the respondents (the patients) and got possibly 
tiring for some patients especially it was done immediately after performing the 
30 minute face-to-face questionnaire, which might have influenced their 
decision not to answer all the questions in the semi-structured interview. For 
future studies and in order to secure full answers of the open ended questions, 
it might be better to consider a separate time and day for answering the 
qualitative questions rather than continuing performing the interviews 
immediately after performing the questionnaires. 
7.3.2. Lack of Information and Secondary Data Limitations  
Another major limitation in this research was the unavailability of information 
and sufficient quality secondary data related to medical tourism in Jordan.  
During the course of this research, secondary data including censuses, surveys 
and organizational records have been very difficult to access due to failure in 
the information policy of the country and issues of record keeping, which 
resulted in the lack of a database and information with regards to the very 
important industry of medical tourism.  Therefore, there is a lack of informed 
policy which might explain the gaps in solid investment in medical tourism 
industry in Jordan. 
One of the main aims of the literature review was to allow the researcher to 
establish the framework and methodological focus for this thesis. Most of the 
existing literature of medical tourism was conducted after the field work was 
performed in 2007. However, this limitation provided the researcher with the 
challenge and the subsequent opportunity of looking into the different fields that 
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relate directly and indirectly to the topic of study. Fulfilling this challenge by 
integrating existing literature from related fields to provide a platform of 
knowledge on medical tourism has turned a limitation into strength. Such 
information will help policy makers, academics as well as experts in the health 
sector in Jordan to understand the nature and typology of medical tourism in 
addition to the value of this important emerging industry. The fields include: 
1. Healthcare management, including national and international healthcare 
systems, global health, cross-border healthcare, law and policies in cross-
border healthcare, basic information of medicine and quality of healthcare 
services. 
2. Tourism management, including the tourism industry, travel 
management, tourist behaviour, health tourism including medical and curative 
and wellness tourism, tourism destination management and international 
tourism issues. 
3. General management, including strategic management, strategic 
marketing, strategic information management, economics, finance and 
investment and business ethics. 
4. Finally, international management, including international marketing. 
Furthermore, the lack of existing knowledge, information, theoretical framework 
and secondary data presented a limitation as there was no previously published 
research due to the vacuum in available studies, which have helped in providing 
additional authenticity to this research. The lack of information and knowledge 
in this area offered a major justification for this study and subsequently made 
this thesis a much needed contribution to Jordan‘s medical tourism literature to 
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inform policy makers and concerned experts and leaders about this important 
industry.  
7.4. Recommendations and Implications for Medical Tourism 
Management and Future Research 
It is recommended that consensus on terminology, definitions and typologies of 
medical tourism should be reached among experts and the inadequacy of the 
information base of medical tourism should be addressed. At present, 
definitions and terminologies related to medical tourism are not clear and not 
standardized, which creates confusion. In-depth research on medical tourism is 
lacking and the topic needs more understanding from academics, healthcare 
service providers, tourism managers and policy makers. Also, there is little 
information available that adequately describes the size of the medical tourism 
industry in terms of the number of medical tourists and the different medical 
tourism destinations. Studies are recommended to measure the size of the 
industry including medical tourist numbers and destinations, in addition to 
researching the source markets and the nature of the medical tourist inflows. 
Moreover, transparency in the information policy of Jordan is recommended, 
especially in disclosing information for research purposes and the public at 
large. 
More research is also needed to identify the expectations and demands of the 
existing and prospective markets. It is also recommended that the needs and 
expectations of medical tourists at the pre-purchase, the purchase and the post 
purchase stages are studied. It is equally important to study competitors from 
other existent or emerging medical tourism destinations. Satisfying medical 
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tourists entails not only understanding the customers‘ needs but also satisfying 
those needs better than the competition.  
The medical tourism product differs when promoted by the healthcare industry 
in comparison with being promoted by the tourism industry. Partnerships should 
be built between both industries including their public and private sections to 
unify efforts to promote this growing business and to make the final product mix 
more attractive to potential medical tourists and to bring more benefits to both 
sectors. 
Studying the consumers and the medical tourism product mix that the country 
provides and creating and promoting a new combination of medical tourism 
products in the form of different packages that might appeal to medical tourists 
from different countries and consumers of international healthcare with different 
health status and needs. 
There are marketing, management and policy implications for the airline 
industry. Although many airlines are mindful of their clients‘ health concerns, 
there are opportunities to provide more conscious service for medical tourists 
who mostly use aircraft for their travel. 
With the vulnerability of the Jordanian economy to political instability in the 
region, medical tourism in Jordan is bound to be affected. As has been found in 
this study, Arab countries in the Middle East region like Iraq, Libya, Yemen and 
Syria are important markets. The current instability of this market segment 
emphasizes the need for targeting other regional markets including the 
European and American markets. However, this means that the unique needs 
of the consumers of these potential markets and the capacity to access these 
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markets should be identified. These markets should be differentiated in terms of 
the marketing strategies used. 
In terms of policymaking, the underlying issue is the absence of good 
governance and subsequently a medical tourism policy in Jordan. With no 
existing governance structure and a set of guiding principles intended to 
influence decisions and actions that reflect agreed practice in medical tourism, 
stakeholders in the country will deal individually and differently with medical 
tourism. A policy framework should support creating much needed strategies 
with complete plans and procedures to realize the goals set in the light of the 
strategic vision for medical tourism in Jordan. Both the literature review and the 
primary research have revealed the inefficiency of stakeholders‘ individual 
efforts to market Jordan as a medical tourism destination and the reluctance of 
stakeholders to unify their efforts towards this end. Developing a designated 
marketing strategy for medical tourism in Jordan is recommended to allow 
stakeholders in the country to concentrate their limited resources on the utmost 
opportunities to increase sales and achieve a sustainable competitive 
advantage. Such a strategy should include forming action plans to create an 
awareness of the availability of high quality healthcare services in Jordan 
among prospective markets. It should also include action plans to build an 
image of Jordan as a high quality medical tourism destination.  
Comparative studies of medical tourists across different health conditions and 
across hospitals in terms of satisfaction are needed. The results could help 
change practices in individual hospitals, improving quality of care and the 
competitive image of medical tourism in Jordan.  
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Finally, in terms of developing patient-centred quality of care instruments there 
is a need for continuous evaluation and verification of other researches.  
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Appendix 5: Short interview 
1. How did you know about medical treatment in Jordan? 
2. What factors caused you to bypass your country of residence‟s 
medical facilities and come to Jordan for medical treatment? 
3. Based on your current experience, how do you evaluate the 
healthcare services in this facility? 
4. What activities did you or your companions take part in, and 
planning to take part in while in Jordan? 
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